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PITTS, HILDA PICKNEY. The Socialization of Beginning Nurses 
in the Hospital Setting: An Interpretive Inquiry. (1982) 
Directed by: Dr. David Purpel. Pp. 173. 
The purpose of this study was to inquire into the 
socialization process in which the individual nurse mediates 
this experience in the first years of employment in the 
hospital setting. Six registered nurses who had begun the 
socialization process within the past three years were inter­
viewed in order to examine their interpretation of this 
process. 
This study was guided by the phenomenological method of 
dialectical hermeneutics. Underlying the methodology is the 
concept of intersubjectivity which connects social inter­
action with the shaping of consciousness from which a con­
sistent reality is experienced by the individual. Attention 
during the course of the study was centered on variance 
between quantitative and qualitative research and the con­
tributions made to the acquisition of knowledge by these 
forms of research. Support was presented for broader use 
of quantitative forms of methodology to provide better under­
standing of social phenomena by a repositioning within the 
context of society's values and belief systems. 
Focus for the study consisted of four issues identified 
in nursing literature as significant areas of concern to the 
profession of nursing. The issues of gender, agency, com­
munity, and bureaucracy were found to resonate with the 
four themes of socialization emerging from the interviews 
and identified as sources of commonality by the individual 
nurses. 
The study suggests that belief systems within the hos­
pital, combined with the isolation and fragmentation imposed 
by the bureaucratic organization of the hospital, contributes 
to the powerlessness of nurses who are employed within the 
system. Another insight indicates that female bonding is 
expressed in different terms than male relationships. These 
differences are expressions of socialization patterns and 
suggest one possible source of the nurses' inability to 
draw on collective strength in their working relationships. 
The study is concluded with a discussion of the responsibil­
ities encountered in conducting interpretative inquiry aimed 
at discovering the relationships between truth, goodness, 
and beauty. 
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CHAPTER I 
INTRODUCTION AND REVIEW OF LITERATURE 
Introduction 
This dissertation is an inquiry into the process by 
which the beginning nurse is socialized into the hospital 
setting. Olmstead and Paget (1969) describe the process of 
adult socialization as one in which the individual is con­
fronted with situations that produce conflict between what 
has previously been learned and emergent needs and expecta­
tions of a new situation. Out of the mediation of this 
process is shaped a view of reality that has an impact on 
the sense of self and sense of the occupational role. 
The need to understand the process of the socialization 
of beginning nurses is evident in the concern expressed by 
the nursing profession over the inability of nurses to exert 
influence in health care. Nurses often fail to take an 
active role as patient advocates and are rarely participants 
in political decisions which affect the direction or deliv­
ery of health care (Brown, 1971). Lysaught extends this 
critique by concluding that the reason that nurses tend 
to accept the status quo and decisions made for them by 
groups oiitside the profession is due to the way they are 
socialized: 
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Nursing service organizations, schools of nursing, 
A.N.A., N.L.N., A.A.C.N., and almost any other nursing 
'groups' abound with acceptance of the status quo— 
and little protest from those who are led. The role 
induction process by which students are socialized 
into the role of the nurse does not seem to include 
the internalizing of risk-taking as a desirable qual­
ity. (1971, p. 76) 
The present status of nursing and the continued reproduction 
of powerlessness in nurses justifies a study which attempts 
to deal with this crisis in nursing in view of the fact 
that a disproportionate number of nurses are indicating their 
unwillingness to participate in a profession that is power­
less and alienated. Kramer describes the growing frustra­
tion among nurses and states that as a result of the inabil­
ity to deal with conflict and "reality shock" encountered in 
the medical system, fewer than a third of all graduate nurses 
are practicing nursing (1974, pp. 27-32). 
My own interest in nursing socialization evolves from 
experiences as a nurse and as a teacher of nurses and from a 
sense of dissatisfaction with my own and other nurses' 
status within the area of health care and society. The 
sense of powerlessness and inadequacy that permeates the 
nursing profession affects me as a nurse, as a woman, and as 
a member of society. Katz alarmingly describes this status 
as one in which the nurse exchanges the right to social 
justice and social esteem for the privilege of caring for 
patients. 
The nurse is expected to react with moral passivity 
to her knowledge of happenings in the hospital. . . . 
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It is as though the nurse receives the right to engage 
in her traditional tasks as a bonus for accepting 
second-class citizenship in the dominant medical 
system. (1969, pp. 59-70) 
The lack of self-confidence in nurses, and the inabil­
ity to deal with the environment, according to Kramer, is 
actually a lack of interpersonal competency. 
The neophyte nurse is socialized into a set of values 
that are different from those operative in the work 
situation. . . . When individuals are placed into a 
social system that is governed by a different set of 
values, they are no longer able to predict accurately 
their interpersonal impact on others or others1 impact 
upon themselves. They therefore are or become inter-
personally incompetent. (1974, pp. 29-30) 
It is my belief that the examination of socialization of 
nurses will shed light on the process by which the present 
crisis in nursing has evolved. I base this belief on my 
own experience of socialization which influences the ways 
that I interpret and respond to the situations of nursing. 
The definitions communicated to me in the process of sociali­
zation continue to intervene in my existence in a variety of 
ways, of which it appears, I am only partially aware. These 
experiences influence not only my past and present as a 
nurse, but are also carried forward and participate in the 
future of my nursing career and in the interpretations of 
nursing which I provide to other beginning nurses. It is 
due to my own experiences and beliefs that I feel it is 
necessary to examine the processes by which other beginning 
nurses are socialized. 
Nurses who leave the formalized educational setting 
of the nursing school to enter the hospital in a new 
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occupational role encounters socializing forces from which 
they must shape a perception of the "reality" of nursing. 
Information and skills must be acquired in order to function 
effectively. More important, there must be a restructuring 
of values, attitudes, and beliefs, taking into consideration 
the understandings and feelings that are found to be operat­
ing within the world of the hospital. Of significance is 
the degree to which the nurse emerges from the socialization 
experience free to explore and invest in action that is 
self-directed. It is the process involved in the restruc­
turing of perceptions in the course of socialization which 
this study is intended to examine. 
The obstacles and hindrances which interfere with the 
nurse's ability to determine a course of self-reliant action 
can be best discovered, I believe, through an examination 
of the ways in which shaping of consciousness occurs in the 
process of socialization. To understand this process it is 
necessary to delve into the subjective experiences of the 
beginning nurse and the problematic events which are encoun­
tered during socialization. Clues to the ways that the 
nurse comes to view and to interpret the nurse's role in the 
hospital may depend on the significance attached to the 
communications and definitions that are given within the 
context of the setting. 
An example of the significance of definitions in the 
socialization experience exists in the demarcation of time 
5 
that is provided by the hospital organization. The marking 
of time by the scheduling of hospital routines and proced­
ures influences the subjective meaning of time and the way 
that it is used. Control of time shifts from individual 
determination to organizational needs. Other features of 
the hospital organization, such as the division of tasks by 
various categories of personnel and the spatial arrangement 
of people and equipment, assume dimensions beyond the arbi­
trary distribution of a constructed system. Eventually the 
hospital is consciously recognized as a "real world" which 
exists by itself as a powerful force in its own way. 
The nurse's perception of reality, however, and the 
development of consciousness in the socialization process 
is not a passive process with the nurse being acted upon. 
There is an intentionality in what one selects to become 
aware of in the environment. External stimuli cannot arbi­
trarily require attention from the consciousness and thus 
control it. S. L. Frank provides some understanding of this 
concept by stating: 
If we were completely plunged into a ground which 
surrounded us and interpenetrated us, we should be 
buried and dissolved in it, losing our individual 
being. The analogy of atmosphere is more appropri­
ate ... an element through which we maintain our 
individual existence and the freedom of independent 
life. . . . For to have a reality of one's own means 
precisely to participate—more or less—in reality as 
such. (1966, p. 49) 
The concept of intentionality allows an understanding 
that the nurse does not bring a blank slate to the hospital 
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setting. There is within each would-be nurse a perception 
of reality that has been negotiated and interpreted through 
exchanges within the individual's social and cultural back­
ground. Much of what is perceived as real has been socially 
constructed through a personal filtration of the communication 
of significant others' taken-for-granted concept of reality. 
Schutz (1967) explained that tacit beliefs and the stock of 
knowledge at hand are transmitted through the assumptions 
and procedures of social interactions. The unquestioned 
assumptions and seemingly innocuous customs of everyday life, 
through socialization, produce ways of perceiving one's own 
and others' roles in future interactions. 
When conflict occurs between the individual's ways of 
thinking, acting, and believing, and newly encountered 
concepts of reality which evolved outside the area of per­
sonal experience, then the individual must reorder percep­
tion. But tension is produced when personal perceptions 
are found to be inharmonious with those which are predomi­
nantly expressed in the socializing context and there is an 
impending threat to the person's own existential being. The 
struggle that emerges is dialectical in the sense that the 
core of values which are brought to the socialization process 
must be realigned within the complexities and limitations of 
the newly encountered reality. 
Values which are found to dominate a setting reflect 
the actual goals and purposes which underlie the particular 
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context. Garfinkel (1964) alludes to this when he states 
that the meaning of expressions are not understood without 
knowing or assuming something about the background and the 
purposes from which the expression originates as well as the 
circumstances and relationships surrounding the expression. 
More important, however, is the intrusion of social and cul­
tural values which reflect the dominant interests and goals 
within the culture. Giroux (1981) and Spring (1972) indi­
cate that these values go unquestioned since they most often 
take the form of tacit perceptions of reality expressed in 
everyday life, and Natanson (1962) recommends that looking 
at social phenomena requires taking into account the meaning 
of social activities since people exist in a reality based on 
the subjective interpretation of these meanings. 
When communications of tacit beliefs enter into the 
consciousness of the individual, according to Bowers (1974), 
they are then internalized and become divorced from their 
origination in human thought and action. A perception evolves 
of an objective form of reality from which the individual 
views and interprets the world. While the objective form of 
reality is significant in the sense that it provides external 
glimpses of ways in which the individual responds to the 
world, it is my belief that the world is subjectively exper­
ienced and must be subjectively interpreted in order to gain 
access to the regions of activity which determine what 
reality becomes. Bowers describes this activity as one 
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between subject and object as aspects of the environment 
are incorporated into the consciousness: 
The person's experiencing of the world and himself in 
the world. . . . The sense of touch, awareness of 
form and color, the seeing of relationships, the recall­
ing of past experiences, the making of choices, and the 
feeling of rightness or ambivalence that accompany 
decision-making are an equally fundamental part of his 
taken-for granted sense of reality. (1974, p. 16) 
The incorporation of the world-as-given into the nurse's 
consciousness holds implications for the "possible" and the 
"perhaps" of the nurse as person and as a member of the 
community of nursing since it is through this personal fil­
ter of reality that future goals and directions are formed. 
Review of Literature 
A review of the literature on the socialization process 
of beginning nurses points to the concern for this process 
as a possible source of the present crisis in nursing. 
This concern is reflected in studies such as one by Dela-
mont (19 76), who investigated the relationship between 
power and definition of the situation. According to Dela-
mont, individuals who retain power are better able to impose 
their definitive model of the situation throughout the social­
ization process. Thus members of a dominant-bureaucratic 
medical system impose the definition of the situation on 
nurses who are relatively powerless in the situation. 
Simpson (196 7), in researching the socialization of 
nursing students, found that students moved away from a 
broad socially derived definition of the professional nursing 
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situation to one more consistent with that of their nursing 
instructors, who retained power through the mechanism of 
grading. Simpson suggests that as contact between col­
leagues and insulation from "outside pressures" increase, 
values of the profession became more internalized (p. 53). 
The dependency of nursing students on instructors, while 
contributing to increasing internalization of professional 
values, may be interpreted by the student as demonstrating a 
need for passivity rather than autonomy. Dewar (1978) 
alludes to the tendency of the "good client" to assume a 
dependent role and to submit to control by the helper. 
Student nurses are often praised for their cooperative dis­
positions and willingness to follow prescribed objectives 
during their educational process. Traits carried into the 
occupational setting seem to be consistent with the passiv­
ity which Freire (1970) characterizes as contrary to crit­
ical awareness. 
In a five-year study of professional socialization 
among collegiate nursing students, Fred Davis (1968) found 
six stages of doctrinal conversion in the socialization 
process of student nurses. One state is described as the 
"psyching-out state" where students attempt to discover 
what instructors want of them and "how best to go about 
satisfying such expectations" (p. 244). Davis indicated 
that some degree of moral discomfort and ego alienation 
occur with acts of inauthenticity. Inauthenticity may also 
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transcend the barrier of school to hospital where nurses 
often learn to communicate in indirect fashion in order to 
accomplish particular goals for their patients without 
challenging medical authority. 
Contrasting with the concept of developing personal 
characteristics as an outcome of professional socialization, 
Alutto, Hrebeniak, and Alonso (1971) found results indicat­
ing that women with particular personality traits tend to 
self-select into various types of nursing programs. Jones 
(1976), however, concluded that role conceptions were formed 
in the socialization process of formal nursing programs. 
Ziegler and Sietz (1978), writing about changing trends 
in socialization theory, view socialization as a function, 
not only of the family, but of social institutions and public 
policies. The effect of institutions on professional devel­
opment is the subject of a study by 01mstead and Paget 
(1969) who investigated the organizational systems' effect 
on medical students. Findings indicated that the students 
were "consciously and legitimately -manipulated in subord­
inate positions" (p. 664). Although the manipulation served 
the function of role transformation from student to profes­
sional, it was also noted that adult socialization typically 
does not occur in settings of widely varying power differen­
tial. Olmstead and Paget contend that childhood socializa­
tion is based on dependence, while adult socialization is 
rooted in autonomy. 
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The dominant influence of the bureaucratic setting on 
professional nursing values was the subject of research by 
Kramer (1974), who concluded that nurses respond to dilemmas 
between bureaucracy and profession by moderating their pro­
fessional ideals. Additionally, nurses in the study did not 
concentrate their efforts oh confronting the discrepancies 
between their professional ideology and values of the con­
trolling bureaucracy. The conclusions drawn by Kramer take 
on special significance when compared with the sociological 
perspective of nursing provided by Dingwall (1974) and 
Etzioni (1969), who suggest that the social organization of 
hospital work is such that functional autonomy for any group 
other than physicians is impossible. Nursing is not seen as 
a profession, rather a semi-profession dominated by women. 
In an analysis of femininity in nursing and its influ­
ence on the nursing status within the medical hierarchy, 
Victoria Wilson states: 
Historically, nurses have functioned on the terms laid 
down by a doctor (usually a man). They are passive in 
his presence, and aggressive (managing) in his 
absence. . . . Nursing has been unilaterally exploited 
by the medical profession, hospital administration, 
and the paraprofessional. (1971, p. 214) 
This review of the literature on nursing socialization 
indicates that several significant issues within the social­
ization process of nurses have been identified as inherent 
in problems experienced by the nursing profession, and the 
literature has served to focus my attention on four of these 
issues. They include the issue of gender, that is, the ways 
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in which the beginning nurse interprets and responds to inter­
pretation of sex roles and the issue of agency which consid­
ers the ability of the nurse to exert power and influence. 
Additional issues include the dimensions of community or how 
beginning nurses share interest, concerns, and interpreta­
tions with other beginning nurses in order to mediate social­
izing influences, and finally, how bureaucratic arrangements 
within the hospital setting impact on the socialization pro­
cess from the nurses' interpretation of these arrangements. 
In addition to focusing attention on particularly sig­
nificant issues within the socialization process of nurses, 
the literature has pointed up the absence of interpretive 
research on this subject. Studies are largely restricted 
to the type of investigations which attempt to objectively 
determine the effects of people, places, and events on the 
shaping of the nurse's role. Such factors as the entering 
personality traits of nursing students and self-selection 
into varying types of nursing programs (Jones, 1976), achiev­
ing behaviors in beginning students (Webb & Herman, 1978), 
teaching behaviors of nursing instructors (Given, 1975), 
and role-model characteristics of nursing faculty members 
(Stiehl, 1977) have been investigated. Missing from the 
subjects investigated is inquiry into the subjective exper­
ience of the nurse as the socialization process is experienced 
and interpreted as a means of shaping and ordering the 
individual nurse's reality. 
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Lack of subjectivity exempts from consideration the 
way in which the individual's view of reality is determined 
by an interchange between the consciousness and society. 
Failure to deal with the subjective ignores the dialectical 
relationship between the improvisational nature of conscious­
ness and the controlling forces of society which restrict 
and limit action. Socialization is described by Berger and 
Kellner (1971) as a process of externalization, objectiva-
tion, and internalization which occurs through interactions 
of everyday life. Externalization occurs when cultural 
ideas are transformed into communicating forms which allow 
socialization to take place. As a human activity, it may be 
as creative as art, or as simple as an explanation. What is 
communicated has already been largely determined by society 
which legitimates knowledge. However, as the person inter­
prets what has been heard from others, improvisation or 
modification may occur. The improvisation is a subjective 
phenomenon which is externalized when it is communicated to 
others and contributes to the development of another's view 
of what is real. The content is internalized by the receiver 
and made objective when the communication is separated from 
its human origins and incorporated into the individual's 
stock of personal knowledge as something which exists outside 
of human interpretation. 
When separation occurs between the subjective and objec­
tive aspects of socialization, the question of how and why 
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particular constructions of reality persist over time fails 
to be asked. The fallible and interpretive nature of humans 
argues against a society that reproduces features such as 
the perception of sex-roles and class distinctions with a 
large degree of faithfulness, yet it is pointed out that 
such features do persist (Giroux, 1981; Spring, 1972). 
Whitehead (1929), in considering the nature of persistence 
in society, indicated that goodness exists only when there 
is a balance between persistence and change. 
The concern for goodness in society has focused atten­
tion on the ways in which knowledge contributes to the bal­
ance between persistence and change in the social world. 
Habermas (1971) suggests that the present dominant form of 
knowledge, through separation of subject from object, hides 
the values and interests contained within objectivity behind 
the illusion of facts which have become law-like in their 
separation from human knowledge. Unquestioning acceptance 
of objective facts tends to preclude the imaginative rehear­
sal which could introduce variations and maintain the balance 
within society and between order and flux. 
The reduction of variation is significant in the objec­
tive stance of modern inquiry which is a partial and dis­
criminative reflection of earlier derivations of knowledge. 
Traditionally, knowledge has been located within the arts 
as well as in science. The traditional view is largely 
eroded, however, and in its place is erected a perception of 
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knowledge which becomes legitimate only when it originates 
within the confines of the empirical-analytical model. 
Habermas refers to this form of knowledge as "monologic" 
and describes it as separated from underlying values through 
an abstract and linear process of inductive organization. 
Dissatisfaction with monologic knowledge centers on 
inadequacies discovered in extending understanding to the 
cultural expressions of everyday life which provide the 
context within which social activities occur. Bowers (1974) 
indicates that the events which together make up the sum 
total of experience of socialization take place not only 
between individuals but within a broader context of inter­
action between individuals, environment and elements of 
culture which permeate experience. The shaping of conscious­
ness is directly influenced by the 'context within which the 
process of socialization occurs since values inherent in the 
context are reproduced in the consciousness of the individ­
ual through the process of social interaction. The diffi­
culty of logical systems to gain entrance into the subjec­
tive realm of social activity is described by Breuer, who 
states: 
The basic assumption of the strict alternative of true 
and false, characteristic for classical logic, leaves 
no room for bridging the abyss by "perhaps" or "possi­
bly." However, the major part of statements in our 
everyday life which have a vital meaning for us and 
communications are not of this rigourous nature. 
(1958, p. 287) 
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The imposition of logical measurement systems impedes the 
examination of concepts of reality and their underlying 
values by accepting social reality as given. 
Values which remain obscured from consciousness are 
often of paramount importance since they become embedded in 
the consciousness and personality structure and find expres­
sion in the individual's beliefs, feelings, and attitudes. 
Of particular significance are the ways in which values and 
beliefs contribute to the reproduction of a society which 
remains essentially sedimented as though barriers inhibit 
what should normally be expected in the way of shifts and 
upheavals. Macdonald (1975) questions why objectivity 
obscures rather than illuminates values since the historical 
development of society is intimately connected with values 
and the achievement of individual goals and desires. 
The areas of goals and desires within human intent 
must be considered when attempts are made to discover why 
forms of monologic knowledge have gained ascendency over 
dialogic knowledge. Macdonald argues that "All knowledge 
is grounded in human interest" (1975, p. 286). The possi­
bility that a singular form of knowledge would emerge as 
dominant through random trial and error are judged by 
Habermas (1971) and Macdonald to be highly improbable. 
The pragmatic and rational effectiveness of means-to-
ends methodology combined with the ability to order events 
so that they may be counted, described, classified, and 
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measured argues for the adoption of objective and monologic 
forms of inquiry. Purposes, however beyond the efficient 
production of knowledge, may be served through the parti­
tioning of subject from object, and the resultant develop­
ment of equivalent classes for data. Precluded is the crit­
ical reflection which would question the automatic status 
assigned to social categories. Precluded also are altern­
ative conceptualizations of the "perhaps" and the "possi­
ble." The emphasis on efficiency and objectivity is predi­
cated, according to Macdonald (1975), on the aim of social 
control. 
Gilligan (1979) provides a metaphor for illustrating 
the method by which constraints are placed on a segment 
of society through the separation of subject from object 
and through failure to consider context. The ordering 
of gender in an equivalent status category, in order to facil­
itate pragmatic and efficient inquiry, is both misrepresenta-
tive and debilitating in effect. Gilligan suggests that 
life cycle theories which provide a foundation for "compre­
hension and ordering" of the events of human development are 
selective in considering only the masculine mode of develop­
ment (p. 431). By following the early lead of Freud whose 
theory of psychosexual development is based on the male 
oedipal relationship, developmental theorists have continued 
to make pragmatic assumptions about the adequacy of using 
male developmental sequences as the standard in life-cycle 
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theories. Women, when evaluated in terms of the masculine 
developmental models, have been judged incomplete and are, 
in a sense, devalued because of such measurement. 
One of the major problematics found in the utilization 
of male life-cycle theories has to do with the contradic­
tions between the woman's developmental history and the 
concern for achievement and autonomy, traits which are inti­
mately connected to the development of masculine gender 
identity. Through sequences unlike the male, women become 
centered within matters of intimacy and attachment. 
Psychoanalytic perspectives drawn from the works of 
Chodorow (1974, 1978) indicate that through initial rela­
tionships with care-takers of the same sex, females develop 
a reflexivity in the interpretation of future social inter­
actions based on the norm of early childhood experiences. 
Socialization by a person of the same gender allows relation­
ships to be perceived through the lens of interpersonal 
dynamics where daughters experience their mother as similar 
and continuous with themselves. This relationship, unlike 
the relationship between mother and son, requires no separa­
tion and delineation of ego boundaries in order to acquire 
appropriate gender traits. While the male requires an 
instrumental separation of subject from object, women con­
tinue to merge subject and object. The result of the differ­
ing socialization process is one of differing perceptions of 
reality in which the male perceives a need for competition, 
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for instrumentality, and for separation. By contrast, the 
female consciousness perceives reality in terms of assimila­
tion expressed through a sensitivity and concern for others 
through community. The persistence of the female concept 
of community can be noted in the universal expressions of 
women nursing students who give as their reason for wishing 
to become nurses "the desire to help people." 
The woman who is confronted with knowledge based on 
masculine traits finds that she is situated within a con­
flicting interpretation of social existence. This conflict 
has implications in the development of concept of self and 
the world, particularly in areas where gender and perception 
of environmental competence are interwoven. There is a 
struggle between the personal biography of the individual 
and the taken-for-granted reality of a world based on mascu­
line concepts. 
The concentration in developmental theories on instru­
mental achievement in which means are significant as they 
are related to obtaining specific ends is in opposition to 
woman's history and being. The need to consider and eval­
uate the means within the context of caring is an important 
aspect of being female. This can be better understood in 
terms of the fear of success which has been attributed to the 
woman's unwillingness to pursue goals of achievement. Hor­
ner (1972), drawing on the earlier projective data of McClel­
land (1961) on achievement motivation, proposes that women 
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apparently experience conflict over competitive achievement 
and this conflict is centered on fear of social rejection 
and loss of femininity. Gilligan, however, provides support 
for the argument that fear of success is probably due to the 
feminine understanding of the costs involved in competitive 
win-lose situations where one person succeeds at the expense 
of another. Conclusions usually drawn from female non­
conformity to male standards of development are that "some­
thing is wrong with women" (p. 438). 
The research of Gilligan points up issues related to 
cause-effect research which are usually obscured in the 
objective view of social reality. Scientific and rational 
research provides a concept of what is real in terms of what 
is functional, what is pragmatic. The rhetoric of objectiv­
ity, however, causes the underlying values which are the 
essence of research activity to be overlooked. Concealed 
values in the taken-for-granted aspects of cause-effect 
research allow the power to shape and control human exis­
tence to serve the interest of dominant social groups to go 
unexamined. Henry Giroux (1981) suggests that the motives 
and purposes which reside in dominant values should be exam­
ined within the context of social and political forces which 
contribute to the perpetuation of a society characterized 
by domination, exploitation, and inequality. 
Research, such as Gilligan"s, which questions the 
underlying values of the "objective" inclusion of women into 
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taken-for-granted categories effectively demonstrates that 
objective forms of research often provide justification for 
the continuation of the status quo and the domination of a 
segment of society. In the case of women, according to 
Gilligan's research, inferiority becomes a "fact" which is 
effectively separated from the contextual grounds from which 
the concept originated. Tacit understandings and the unques­
tioned contexts within which scientific research is grounded 
prevent the ability of individuals to move beyond the 
restraints of a narrowly defined and imperfect view of their 
present existence. 
It is my belief that entrance into the subjective exper­
ience of the beginning nurse's socialization provides access 
to the means by which contextual values are reproduced in the 
consciousness. When subject is reunited with object, 
insight may be provided into the tendency described by 
Giroux (1981) for elements of the culture to be reproduced 
with a faithfulness and consistency that is atypical of cul­
tural reproduction as a whole. The consistent reproduction 
of the status of the nurse suggests a need for going beyond 
the objective aspect of the socialization process of the 
beginning nurse to inquire into the subjective interpretations 
and contexts of the construction of consciousness in the hos­
pital setting. 
The focus of this study will be guided by the following 
questions which serve as a structure for entering into the 
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socialization of the nurse within the hospital and for 
eliciting meaning which the experience has for the nurse. 
The questions which guide this study are: 
1. How does the nurse integrate the events of hospital 
socialization into the understanding and interpre­
tation of self and profession? 
a. Does the beginning nurse rely on particular 
assumptions in the interpretation of socializing 
events? 
b. What effects do social explanations offered in 
the hospital setting have on the beginning 
nurse's frame of reference? 
2. How does the nurse come to understand the relation­
ship between her gender and role? 
a. Does the nurse's own perception of sex-roles 
influence the mediation of the nurse's role in 
the hospital setting? 
b. Is there awareness on the part of the nurse of 
ways in which perception of sex roles may influ­
ence others' expectations of the nurse's role? 
3. How does the bureaucratic hospital structure affect 
the development of community among graduate nurses? 
For the purpose of this study, community will be 
defined as the affiliation among nurses within a 
particular occupational setting which leads to con­
sultation and collaborative efforts among peers in 
the maintenance of professional nursing values? 
23 
a. Does the beginning nurse look to her peers or 
to perceived authorities within the hospital 
setting for interpretation of events within 
that setting? 
b. What criteria does the beginning nurse use in 
selecting particular individuals to interpret 
events? 
c. Are the criteria for selection of interpreters 
influenced by experiences in the nurse's formal 
educational program? 
d. Does the fragmented and specialized nature of 
nursing within the hospital influence the 
nurse's development of community? 
4. How is the development of agency among graduate 
nurses influenced by social interactions which 
occur in the hospital setting? 
a. How does the nurse deal with conflict within 
the hospital setting? 
b. Does the nurse believe she is powerless in 
construction of her role? 
c. Are possible alternatives of roles apparent 
to the beginning nurse? 
d. What influence does the nurse believe her edu­
cation to have had on her ability to deal with 
conflict? With the development of alternative 
roles? 
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CHAPTER II 
METHODOLOGY 
The methodology I have employed to learn about the 
socialization experiences of beginning nurses is the non­
linear method of dialectical hermeneutics. This method of 
inquiry is concerned with the study of the interpretation 
of meanings and acknowledges "that the observer in part 
constitutes the scenes he observes" (Mehan & Wood, 1975, 
p. 208). The appropriate form of inquiry for attempting to 
understand how another constructs a particular view of 
reality is described by Polyani, who writes: 
Feats of intelligence can be observed only if we 
dwell in their parts as being intelligently integrated, 
thus identifying ourselves (in this sense) v/ith the 
person whose intelligence we appraise. Our capacity 
for making sense of understanding another person's 
actions by entering into his situation and by judging 
his own actions from within his own point of view 
thus appears to be but an instance of the techniques 
of personal knowing. (1968, p. 44) 
Dialectical hermeneutics in the phenomenologic tra­
dition provides a way of entering the interiority of the 
person's experience. It provides a means for addressing 
the individual's own interpretation and mediation of the 
socialization process. It specifically addresses the issue 
of how individuals make sense out of social interaction and 
is described as a reflexive examination of everyday reality. 
The methodology provides for the comprehension that 
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consciousness is a subjective phenomenon which is grounded 
in socially shared understandings. It is a methodology 
which seeks for broader understanding through careful exam­
ination of the phenomenon of social interaction and the ways 
that social interaction contributes to a shared view of 
what is real among participants. 
Blumer (1971) describes the focus of this form of 
research as taking the role of the actor and seeing the 
world through the actor's eyes. Interpretive and qualita­
tive methodology affirms the complex and varied human exper­
ience from which unique individuals are conscious of the 
world around them. It illustrates the diversity of social 
interaction and the rich variation to be found in the human 
condition. It examines what Berger and Kellner describe as 
"The process ... that constructs, maintains, and modifies a 
consistent reality that can be meaningfully experienced by 
individuals. In its essential forms the process is determined 
by the society in which it occurs" (1971, p. 23). Contrary 
to the empirical goal of establishing categories of human 
behavior, phenomenological methodology relies on the concepts 
of indexicality and reflexivity to bring new depths of under­
standing to social interaction. 
Indexicality, the understanding growing out of past 
experience, creates a particular lens through which the 
world and events within the world are viewed. As new exper­
iences occur, understanding serves as a guide or measure 
26 
for interpretation of the new experience. Neither reflex-
ivity of interpretation nor indexicality of understanding 
are fixed, rather modifying and adjusting as new experiences 
are added to the old. There is bath persistence and change 
as layers are built on the core of human consciousness 
through interpretation, action, and reinterpretation. 
Underlying this methodology is the concept of inter-
subjectivity which Schutz (1967) describes as the develop­
ment of a view of the world through the reciprocity of per­
spectives. From this perspective individuals come to believe 
that the ways in which their world is interpreted is also 
the ways in which others around them interpret reality. The 
sharing of perspectives through consciousness which is social 
in nature allows the development of what Berger and Kellner 
describe as "a consistent reality that can be meaningfully 
experienced by individuals" (1971, p. 23). 
Cox has provided an outline of the steps of the 
dialectical-hermeneutic method which has served as a model 
for this study. These steps are: 
1. A careful effort to discover the pre-history of the 
event or phenomenon to be studied. 
2. A rigorous attempt to learn about the larger set­
ting within which the activity takes place. 
3. A thorough observation of the phenomenon itself. 
4. A meticulous awareness of the meaning it all has 
for me. (1973, p. 147) 
The purpose of the dialectical hermeneutic methodology, 
according to Cox (1973), is to learn from people's lives 
rather than to investigate them. My role as inquirer in 
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this capacity is to seek to learn from others through the 
meanings which they attribute to their life experiences by 
becoming deeply aware of the phenomenon itself. The process 
of learning within this method focuses on the phenomenon of 
social interaction and the events contributing to the status 
and activity of the phenomenon. 
The learner and inquirer engages in this discovery by 
searching for the historical events which influence the 
individual, as well as seeking to discern the surrounding 
universe within which the individual resides. By placing 
the phenomenon within a context, illumination and understand­
ing are acquired in a manner reminiscent of the artist's pro­
vision of perspective through attention to the nuances and 
shadings of background. 
Following the tradition of art, details are given care­
ful attention since they provide cues and direction towards 
integration and wholeness of the undertaking. Cox states 
of this methodological requirement, "It demands a rigorous 
attention to subtle detail—pace, mood, and the minutiae of 
expression ... it proceeds on the assumption that nothing 
is trivial" (1973, p. 148). The learner must exercise sen­
sitivity to the ways in which expressions are given as well 
as the expressions themselves since the means by which the 
artist chooses to apply his paint and the colors he uses to 
depict his subject are fully as significant as the subject 
he chooses to paint. 
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Akin to the dialogic communication between the painter 
who interprets a subject and the viewer who must then inter­
pret the painter's interpretation, dialectical hermeneutics 
extends beyond the phenomenon itself to the one who would 
learn from the phenomenon. Contextual framing through the 
gathering of historical data and descriptive information must 
be accomplished and combined with the examination of inter­
preted meanings. Eventually the learner comes to a point 
where some interpretive response must be made and the 
acknowledgment is made that the observer does indeed consti­
tute, at least in part, the scene he observes. 
As the learner, I must decide what meaning it has for 
me and within the circle of the dialogic process, my own 
voice must be acknowledged. I am bound to discover not only 
those tensions, paradoxes, and ambiguities which emerge from 
another's interpretation of meaning but I am bound to dis­
cover some of my own as well. 
This discovery has special significance since it welds 
subject to object and allows perception to move beneath the 
surface of external realities. The penetration is neither 
precise nor flawless since it is human, but it provides a 
momentary glimpse of the layers to be found beneath the 
surface. It is only made possible through the sounding of 
one's own interiority to discover the values and beliefs 
that reside there. Cox says of this process: 
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He will eventually let the story he has heard meet 
his own story. He will appropriate, question, reject, 
and accept aspects of what he has seen. He may change 
his own story in view of what he has learned. Most 
importantly, however, he will always evaluate pro­
visionally. No final judgments are made. Also, no 
evaluation at all is made until the question of what 
it meant to everyone involved, including the observer, 
is answered. (1973, p. 149) 
The reasons for undertaking such an imprecise and imper­
fect project may be found in the effort of the individual 
who wants to discover not only what is true, but what is 
beautiful as well. The learner may begin by examining the 
singular dimension of a photograph which can be said to rep­
resent one objective form of truth. But critical judgment 
evolves only when added dimensions and representations are 
considered. Repeated viewings must be made with a willing­
ness to reconsider and revise estimates and opinions. From 
this inefficient effort is developed a larger vision and a 
greater capacity for understanding gained through the view­
er's involvement in the learning process. Cox states, "It. 
can make it more self-critical. It could even serve in part 
as an example of how a humane science should operate" (1973, 
p. 150). It is with this view in mind that this study is 
undertaken. 
Design 
This study is based on interviews with six registered 
nurses who have begun the occupational socialization process 
within the past three years. The nurses are graduates of an 
associate degree nursing program in a small community 
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college. Ages of the graduates interviewed range from 
20 to 47, and all are female. Three of the six interviewed 
were licensed practical nurses prior to admission to the 
associate degree nursing program. Two of these three were 
previously employed in the hospital where socialization into 
the role of graduate nurse is currently occurring for the 
six registered nurses. Nurses taking part in the study were 
selected from recent graduates known to me who agreed to 
participate. There were no refusals to be interviewed and 
the first six nurses contacted provided interviews for this 
study. The consideration of articulate responses was a fac­
tor in the selection of participants. 
The associate degree nursing program from which the 
nurses are graduates provides a two-year technical nursing 
course which leads to examination for professional licensure 
as a registered nurse. Approximately 30 students are admitted 
to the community college nursing program each year and 
students are drawn from the community in which the college 
is located. Students represent a broad variety of backgrounds 
and ages and include both men and women. 
The site of the occupational socialization process is a 
moderate-sized, nonprofit, community hospital located in an 
area that serves a population of over 40,000. It is the 
only hospital located within a radius of 30 miles and offers 
a full range of health services. The organization of the 
hospital is pyramidal in structure with the department of 
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nursing located horizontally on organizational lines with 
other professional and nonprofessional departments, such as 
housekeeping and food-management, below the positions of 
assistant and chief administrators. Management of the hos­
pital is contracted through a professional management firm 
which provides services for profit. Although physicians are 
considered as staff members, they are not incorporated into 
the direct authority lines of the hospital's organizational 
structure but are designated as autonomous with communicating 
lines drawn to the hospital's administrative offices and 
board of directors. 
A preliminary pilot study based on the interviews with 
two additional registered nurses was conducted in preparation 
for this inquiry. The first interview was conducted in a 
restaurant setting using a battery-operated tape recorder 
and a list of open-ended questions to initiate discussion. 
The nurse interviewed had graduated from nursing school 
seven years ago and seemed eager to share her experiences 
and interpretations with me. One of the phrases which I 
became accustomed to hearing in the interviews was introduced 
in this interview when the nurse told me that the nursing 
school -was the "ideal world of nursing" but graduates had 
to learn that the hospital was "the real world of nursing." 
My initial fears that the interview would be strained 
and nonproductive were not realized when the interview 
(over lunch) extended well beyond the two hours I had 
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initially established as a time limit. Questions I asked 
led to discussion which then provided material for addi­
tional questions. The interview was finally terminated at 
my request and after I had used up the supply of tape and 
discovered that a battery on the tape recorder had inade­
quate power to continue. The nurse confided to me that she 
had really enjoyed our discussion and I felt this to be 
true since she had been a particularly active participant in 
the interview. She also asked that I share with her the 
completed study since she felt that the questions I had asked 
were significant to nurses. 
The second interview for the pilot study was held in a 
college faculty office for the convenience of the nurse who 
was attending classes at the college. During the course of 
the interview I found that the surroundings were not con­
ducive to the informal dialogue which I hoped would be forth­
coming. Even though the nurse and I were acquainted and had 
a common ground for communication, I discovered that the 
office setting at the college placed a strain on the inter­
view. The desk, tables, and chairs in the room were upright 
and formal and the conversation proceeded along the same 
lines. An additional problem was discovered when an elec­
trical outlet chosen for one of the tape recorders was found 
to be nonfunctional and a short segment of the interview was 
lost. 
This interview, unlike the previous one, was tiring to 
the nurse whom I interviewed and to me as well. It was a 
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strain to try to fill the two hours I had allotted for the 
interview and we mutually agreed to end it at the end of a 
90-minute tape. The nurse, however, did indicate that the 
questions had been thought-provoking and she felt that she 
would be interested in reading the final study. An interest­
ing highlight of this interview was the comparison made by 
the nurse, who had trained in a diploma nursing school in 
Canada, between hospitals in the United States and Canada. 
She did not choose to describe the American hospital as "the 
real world" but rather described the differences she found 
between the systems and the people with whom she worked. 
During the process of listening to tape recordings of 
the first two interviews, I found that significant subjects 
for discussion had been introduced by both nurses and I had 
failed to recognize or pursue these topics. This failure 
stemmed in part from my efforts to have the nurses answer 
all the questions on my list and from my failure to pay close 
attention to subjects emerging from the conversation. I 
also discovered that at times there were seeming contradic­
tions expressed in the interviews, and I had not identified 
these or questioned the nurses concerning the discrepancies. 
It was only later when I reflected on this that I discovered 
that what I first had identified as contradictions were 
rather expressions of ambivalence. As the course of the 
study progressed I found that ambivalence was shared not 
only by the nurses interviewed but by the interviewer as 
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well. An example of this ambivalence became clear to me 
when at one point I found myself indicating how much I was 
enjoying the interviews in the study and at another point 
indicated how glad I was to "get them over" since the inter­
views were the part I liked least about the study! 
From the pilot study I derived the following guidelines 
for the major study: 
1. The study should be guided by informal questions 
focused on issues identified in review of the lit­
erature, but the interview format should remain 
flexible and open to the introduction of new mater­
ial. 
2. The interviewer should develop listening skills and 
remain attentive to previous statements which were 
made in the course of the interview, comparing 
statements with later expressions which indicated 
ambivalence. 
3. Two tape recorders should be used in conjunction 
with reliable electrical energy sources. 
4. Interviews should be restricted to 90 minutes. 
5. The setting should be comfortable and informal, 
preferably a social one, which would be conducive 
to relaxed and informal dialogue. 
Preliminary preparation for this study included making 
arrangements at a local restaurant where interviews could 
be held. Lunch was provided as a means of establishing a 
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social atmosphere. Since the management of the restaurant 
was apparently intrigued by the interview process, every 
effort was extended to provide an adequate setting. A table 
was reserved for the interviewer and the management offered 
to modulate recorded music which might interfere with the 
taping. Adequate electrical outlets were also made available 
for two tape recorders and waitresses indicated their inter­
est in the proceedings through repeated trips to the table 
to offer additional tea or coffee. I cite these seemingly 
unimportant details because of the belief that surroundings 
have an effect on conversation and the surroundings in this 
study were arranged to place both the interviewer and nurse 
to be interviewed at ease. 
Arrangements for the interviews were made by contacting 
each nurse by telephone, giving a brief description of the 
study, and asking for the nurse's participation. Once agree­
ment to participate in the study was indicated, appointments 
were established for an interview date during the nurse's 
off-duty time. After an early participant had her hospital 
work-schedule changed and was unable to keep the appointment, 
the decision was made to contact each participant on the day 
before the scheduled interview to confirm the appointment. 
Every other participant appeared promptly at the agreed-upon 
time for the interview and the missed interview was resched­
uled at a later time. 
The nurses indicated that they enjoyed the prospect of 
being interviewed and were happy to share opinions when I 
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expressed interest in them. There was curiosity about what 
I was trying to discover and in each interview I was asked 
the purpose of the study and for more information than I had 
given in my brief description. Some suggestion of the tone 
of the interviews may be noted in the general willingness to 
continue conversation after the tape recorders automatically 
shut off at the end of 90 minutes. The questions asked 
seemed to tap a responsive chord and I found evidence in the 
prolonged conversations that the nurses were probing their 
own interior feelings about nursing and the events that sur­
rounded their own socialization. 
The ambivalence I experienced about the interviews was 
rooted, I believe, in the learning unfolding for me and the 
effort required of me. Subjects were introduced into the 
conversation from vantage points outside my own and I found 
myself discovering facets of socialization not previously 
considered. Descriptive phrases such as "the facelessness 
of nurses" and the comparison of socialization to "a log 
rushing downstream to the falls" prompted additional reflec­
tion and insight on my own part. There was also the simple 
pleasure of discussing common concerns with friends. 
But my role as learner required more than is usual for 
the normal conversant. It became necessary not only to 
listen carefully, but to hear at a greater level of intensity 
in a manner that I had not heard before. The energetic 
nature of my own listening moved the conversation beyond the 
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normal level of comprehension to one I had not experienced 
and involved my own awakening to the discontinuities that 
are present in the forming of consciousness. Efforts to use 
my own perceptions to enter into and to comprehend the per­
ceptions of another were costly in terms of the demands this 
process made on my own application and endurance. I came 
away from the interviews feeling both elated and exhausted 
and in one instance, one of the nurses indicated that she 
felt as though we had been "working" in the interview and 
that she, too, was both physically and mentally tired. 
The distillation of interviews was more intricate and 
complex than a simple recovery and analysis of material from 
the tapes. Immersion into the dialogue became necessary 
and involved an active search for themes and patterns of 
interaction with the accompanying false leads and sometimes 
fruitless production that is associated with nonlinear activ­
ities. When a disclosure forced its way through the conceal­
ment of abundant material, I experienced a sensation unlike 
that of mild satisfaction normally accompanying the achieve­
ment of an objective. The absence of any specific objectives 
left me open and freer to experience the frustration of 
wasted energy and the sheer joy when one chances onto discov­
ery. Situated between these extremes were the doubts and 
struggles I experienced in my own engagement with the issues. 
Another phase of the study was begun when the rough 
drafts of the interviews and my interpretations were ready 
38 
to be presented to the nurses for reading. Approaching this 
step caused me to experience apprehension and misgivings 
when I considered that my interpretations focused on the 
ambivalence and paradoxes of consciousness that I had per­
ceived in another human being. I felt some humility in 
understanding that I too shared such tensions arid it became 
necessary for me to cast my own discontinuities in as strong 
a light as I felt I had cast those of the nurses I inter­
viewed. 
The reaction of the nurses was not the reaction I had 
anticipated. My surprise came when Joan told me that during 
the course of the interview she had become increasingly aware 
of her own ambivalent responses. She since had found herself 
reflecting on how and why she had come to hold certain 
beliefs and attitudes about nursing and their effect on her. 
Joan's thoughtful, and at times emotional, response was the 
first in a series of admissions that the interview had caused 
re-examination of events in the nurses' experience. Martha 
said she had talked about the issues with other nurses and 
both she and Linda indicated that the interview had caused 
them to become thoughtful about why they had come to per­
ceive nursing in a certain way. Debbie was surprised to 
discover how much she said in the interview and perhaps was 
a little concerned about the impression she had given. But 
she gravely concluded that the interview and the interpreta­
tion I had presented were, in her estimation, accurate. 
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Kathy said that she found the interpretation of the inter­
view accurate and had since been thinking more about what 
she wanted from nursing; and Delois, though somewhat reserved 
in commenting on the interpretation, said that she was still 
concerned about teaching cardiac patients the things they 
needed to know. 
The final step in this study is for me, as the learner-
inquirer, to discover those things which I believe that I 
have learned from this study. At the beginning of this 
stage it was necessary to pause, to reflect, and to move 
into my own solitary recesses to consider the meaning this 
study held for me. My own answer to this need was to move 
away from the activities that normally fill my daily routines 
to a place that means restoration in its peace and tran­
quility. I took time to walk along the beach, to pick up 
sand dollars, and to consider the infinite variety and 
wonder that is to be found in nature. There was a similarity 
in the shells I picked from the beach for my collection. 
The general placement of the sand dollars' central figures 
were alike and the pierced markings of the shells were pre­
dictable in their placement. Yet each shell, when closely 
examined, was different in some unique and special way. I 
have come to the belief that I will know these shells better 
when I examine them more carefully, when I consider their 
differences as well as their similarities, and when I remem­
ber that they are part of nature. I suppose I could place 
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the shells in categories according to their size and weight 
and color variation. But I would miss the beauty that is 
available only to the more careful examiner. The discovery, 
in the case of the shell and in this study, is, I believe, 
worthy of the effort. 
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CHAPTER III 
INTERVIEWS 
Presentation of Interviews and Analysis 
Presented here are the interpretations and expressions 
of six nurses who have experienced the transition from 
student to beginning nurse. These nurses have begun to 
form their own perceptions of what it means to become a 
nurse, and they have begun to interpret the hospital as a 
"real world" in which they participate in the work of nurs­
ing. The nurses responded to predetermined questions as 
well as to topics which they chose to introduce in the 
course of the dialogue, and their expressions are recorded 
here. My own concerns were focused on four major issues 
which are identified in the nursing literature as matters 
of interest to the profession of nursing and matters which 
I had come to believe had some bearing on my own nursing 
experience. These issues are (a) gender, (b) community, 
(c) agency, and (d) bureaucracy and will be discussed more 
fully later. 
The tone of the interviews was established by the qual­
ities and interests which each nurse brought to the inter­
view and by my own responses to them. Equally significant 
were my own characteristic pattern of interaction and the 
responses which were prompted by the nurses' reaction to me 
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as a person and as an inquirer. The basis for previous 
interactions cannot be excluded as a possible source of 
influence on the dialogue. One possible indication that I 
might have been perceived as an authority was sensed in some 
cases where there seemed to be a "testing of the waters" to 
discover whether or not I was searching for a particular 
response. I believe this was not true in all of the inter­
views, but I believe it is a phenomenon that is not at all 
unusual in the process of inquiries and was dealt with by 
indicating my interests in the person's own opinion. The 
nurses were also assured that there were no "right" or "wrong" 
answers, and efforts were made not to reinforce particular 
attitudes through verbal or facial gestures. 
Discrepancy in ages seemed to be a factor in determin­
ing how free the individuals felt in discussing their own 
personal history. Little difficulty was experienced in con­
versation dealing with nursing since it provided a background 
of language and concerns that served as the basis for exchange, 
but the lack of shared experiences in age-related matters 
seemed to inhibit younger nurses from elaborating on their own 
histories and feelings about their experiences. It could be 
argued that the youth of the nurses prevented them from hav­
ing more extensive histories and that the tendency of the 
women may be to look forward to their future rather than to 
reflect upon their past. Their inhibition, however, was 
shared in part by me since I found myself more reluctant to 
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probe deeply, interpreting such an action as a form of intim­
idation which I had not considered or experienced with those 
closer to my own age. 
The relevance of personal factors was present in each 
interview. Whether the nurse was expressive and willing to 
venture into unexplored areas on her own initiative or 
whether she was cautious and waited for questions to stim­
ulate discussion had some influence on the direction of the 
interview and my response to the person being interviewed. 
My preference was for the interview to move beyond the issues 
introduced by me since I believed that it would add dimen­
sions that I could not otherwise include in the study. Per­
haps the most surprising (to me) element of the study came 
when I discovered that the nurses whom I knew and liked best 
were more likely, during the course of the interview, to 
stimulate some feeling of anger and annoyance on my part. I 
found myself wanting to say to them, "Can't you hear what you 
are saying? How can you let this happen to you?" And the 
feeling was strong enough that in one interview I found myself 
pointing out to the nurse an area which I felt she had not 
carefully examined. Later, when I gave her the draft of the 
interview for reading, I asked her to "take better care of 
herself." 
There was a degree of commonality in the responses but 
I also found unique aspects in each of the nurse's interpre­
tations of the socialization events. The personal history 
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and life events from which each nurse viewed this experience 
were identical with no one else's. The interviews, I believe, 
reflect these differences in a variety of ways through tone, 
patterns of speech, choices of topics, and through the col­
orful and personal elaboration of hospital events. It seems 
noteworthy then that each of the nurses discussed three 
topics in addition to the four topics I presented them in 
this study. These topics are notable in presenting the 
ways in which socialization is negotiated and the values 
and beliefs in the hospital setting which influence the 
socialization process. These topics are as follows: 
1. A sense of participation in the socialization pro­
cess. Each nurse indicated she believed she had 
been an active rather than a passive participant 
in her own socialization by admitting that she had 
selected some trait or characteristic to deliberately 
incorporate into her definition of the nursing role. 
Some suggested that they were careful to avoid 
traits which they judged to be unappealing in other 
nurses and in one case a nurse stated that her 
translation of what she saw in other people was 
changed in the course of her own interpretation. 
She believed that she did not automatically reproduce 
what she observed but rather altered the trait in 
her own process of reproduction. 
45 
2. Conventions of the rookie role. Signals of what 
was expected of the rookie nurse were given to the 
beginning nurses through the verbal and nonverbal 
communications of the professional and nonprofes­
sional personnel with whom they worked. Rookies, 
according to the delineated role, were encouraged 
to avoid demonstrations of assertiveness or author­
ity during this particular aspect of socialization. 
The expectations were conveyed that they should 
develop proficiency in technical skills and that 
they should learn to adapt to personal idiosyncrasies 
of staff members so they could earn the trust of 
physicians. During the period of indoctrination, 
the nurses1 demeanor was expected to be one of ret­
icence and restraint. 
3. Fragmentation in the hosopital. Isolation through 
the organizational structuring of nursing units and 
the regimentation of time and routines separated 
nurses from each other and interfered with the 
development of support networks in the hospital. 
Nurses who normally used more technical skills 
found themselves with greater power than nurses who 
exercised interpersonal skills and,as a result, 
misunderstandings of one another's motives and 
concerns occurred. A consequence of the fragmenta­
tion was a sense of divisiveness, dependency, and 
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an inability to respond to one another's needs 
and concerns. 
4. The changing consciousness of physicians. Five of 
the six nurses perceived that a difference existed 
between older and younger physicians in their 
estimation of the nurse's ability to provide them 
with useful information. Younger physicians 
were more willing to express their personal feel­
ings and to seek information from the nurses while 
older physicians appeared not to value the nurses' 
opinions by not responding to their suggestions and 
requests. Although the older physician might 
eventually incorporate the nurses' suggestions 
into the patients' plan of care, this action was 
taken in such a way that the nurses' input was 
not openly admitted or acknowledged. 
At the conclusion of the presentation and analysis 
of the interviews I will discuss the relationship between 
the topics introduced by the beginning nurses and the 
four issues of gender, community, agency, and bureaucracy. 
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Kathy 
Kathy is 23 and graduated from the associate degree 
nursing program two years ago. She is single and lives with 
her parents and a younger sister. When I asked Kathy how 
she would describe herself, she said that she had been a 
fairly quiet person while growing up and that her teachers 
often told her parents that she was a "good student but a 
meek child." When I asked if this was still true Kathy 
laughingly shook her head and said, "No, I don't think I am 
now. I'm far more assertive now." But I discovered when I 
tried to learn more about her that Kathy continues to be 
quiet in some ways. Questions directed toward "Kathy the 
person" were often redirected into answers having to do with 
"Kathy the nurse" and I found myself having to search for 
Kathy within this framework. 
I discovered that Kathy is very "southern" in manner, 
i.e., she is very respectful and courteous to those who are 
older and she addresses teachers and supervisors as ma'am. 
Her respect is more than surface decoration and it extends 
beyond supervisors to those around her. While participating 
in a leadership exercise in nursing school, Kathy inter­
preted her role as team-leader as one of helper and consul­
tant to her fellow students rather than authority and their 
evaluations of her performance indicated a feeling of appre­
ciation of her respect toward them. 
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The respect that Kathy demonstrates towards others, 
I believe springs primarily from her feelings about herself. 
Although Kathy often indulges in a kind of gentle humor 
about some of her own shortcomings (rather than others'), 
she seems secure in her own beliefs and is willing to tol­
erate views that do not coincide with her own. During the 
course of the interview there were times when she would not 
agree with issues I raised, but would indicate her willing­
ness to accept my right to a particular viewpoint. Her tol­
erance, however, does not extend to sacrificing those things 
which she values as consequential. 
In her decision-making, Kathy seems inclined to a 
thoughtful deliberate process as opposed to impulse. When I 
pressed her for details about her plans for the future, 
Kathy indicated that she did not wish to rush into any commit­
ment without considering what her commitment might involve. 
She says, "I have a lot of time to make those decisions and 
I want to try to make the best one for me." 
Since Kathy was 13 when her younger sister was* born, 
she spent her childhood years as an only child. Even though 
her parents were very loving, Kathy said that as the only 
child, a good deal was expected of her. She in turn has high 
expectations of others' capabilities and she said that this 
is especially true of her younger sister who she feels 
should meet the same standards that her parents set for her. 
Although her parents did not farm, Kathy grew up in a rural 
49 
setting. Her father works as a manufacturing supervisor in 
a knitting mill, and until her younger sister was born, 
Kathy's mother was employed in a large nylon manufacturing 
plant. She says that it was necessary for tasks at home to 
be shared and she grew up believing that there was no such 
thing as "man's work" or "woman's work" in her home. "Every­
one had to cooperate" and Kathy recalled that cakes baked by 
her father were usually better than those prepared by her 
mother. 
Kathy was quick to point out that she is not "perfect" 
and laughingly said, "I'm a redhead with everything that 
goes with it." This description prompts a picture of someone 
with a fiery disposition and ungovernable temper but it is 
not compatible with the Kathy I know. Most of the time 
Kathy is calm and self-possessed but it is obvious from the 
interview that she does not mind making a stand when she 
feels that it is right to do so. If she commits herself to 
a principle it is because she holds strong convictions and 
she usually draws on a solid grasp of information. Conflict 
in her case would begin with the premise that Kathy is on 
solid ground, and she seems to have learned to accept conflict 
as a necessary part of working with a variety of people who 
do not always share the same purposes. 
Kathy said that one of the most important events in her 
life was her father's experiencing a coronary attack when she 
was in the first year of nursing school. She said, "It made 
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me more determined than ever to become a really good nurse." 
Her belief that the event profoundly influenced her to 
become "a good nurse" is supported by the fact that she was 
named "most improved student nurse" at her graduation. She 
indicated that her attitude toward nursing is essentially 
positive. "I love nursing. Sometimes I get irritated when 
you don't have enough nurses and you find yourself working 
so many extra hours. You get so tired that you get a 'don't 
care attitude' and that really bothers me." But Kathy sees 
nursing as a way to help people and she is willing to put up 
with some of the disadvantages of nursing so she can look 
after people like her father who are in need of the care she 
can give. 
Interview. In discussing how she was socialized into 
the hospital as a nurse, Kathy talked about deciding what she 
liked best and about the people she looked to for guidance. 
Co-workers had a lot of influence, and according to Kathy 
she tended to "follow their pattern." But her own choices 
were important in picking and choosing the qualities she 
wanted to adopt for her own use. "You hope you make your own 
decisions. . . . Sometimes new graduates tend to fall in the 
groove of being just like somebody, which I think is a bad 
idea. You've got to be your own individual." Kathy said 
that when she went into the hospital, she ran into problems. 
"They don't tell you about the problems in school. But you 
fall back on things you were taught in school." 
51 
Things that co-workers say or offer as interpretations 
influence the ways that Kathy fashions her own concept 
of nursing. "I try not to let it. But when you go in, every­
body is telling you things, it influences you whether you 
want to let it or not. It's always in the back of your 
mind." But Kathy does not always accept things as given, 
"just because you see a nurse that seems to be ideal, you 
shouldn't try to be exactly like her." She believes that 
if she doesn't follow her own personal convictions it will 
be harmful to her own self-esteem. 
Kathy sees a good deal of pressure to fall into someone 
else's concept of nursing. She said, "It's probably from 
peer pressure and just like when we were in college, you go 
along with the group." But she also said, "I'm kind of 
independent. If I'm not satisfied with doing it, I won't 
do it." Kathy said of herself, "I'm a darned good nurse and 
I think, when I'm right, I know I am right, it doesn't matter 
who I'm with." This was stated as a simple belief and Kathy 
seemed to be saying that she is unwilling to give up certain 
personal beliefs. 
In responding to a question about the perceptions of 
sex-roles and how they influence nurses, Kathy offered this 
information. "It's a man's world. Even though we've come a 
long way, most of the doctors think the nurse's being female, 
I'm not sure whether it's being female or just being a nurse, 
they think our opinion isn't that valid. For the older 
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doctors that holds true. The younger ones, they want your 
opinion, they respect it, they trust it. You say 'I've got 
somebody bad and I need to do this, this, and this. They'll 
listen. Some of the older ones, you might as well talk to 
the moon. . . . Things have changed, the younger ones are 
willing to listen." 
Kathy said that the nurses where she works in the emer­
gency room have to be "on their own" a good deal and she seems 
to feel that confidence in their judgment is justifiable 
because of the responsibility that they assume. But some 
"older doctors" will not recognize their ability to make 
independent judgments and refuse to listen to the nurses 
or heed their suggestions. "Some of the doctors, they would 
have done it if you had not suggested it. They just feel 
threatened. One of the younger doctors said that the older 
ones feel threatened by the nurses. And I think he is prob­
ably right. It used to be that nurses just answered the 
phone, made up beds, and sat there looking nice, that's 
about all." But Kathy was unable to put her finger on what 
the threat to the older physicians might be and at one point 
wistfully said, "I wish I did know." 
The feeling of fragmentation in the hospital is evident 
in some of Kathy's observations. She described the area she 
works in as one where "you have to stay close family ... 
the whole little nest is going together." But separation 
from other nursing areas makes it difficult to understand 
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the problems of other nurses and they are often seen as hav­
ing different motives and goals. "I had misconceptions and 
when another nurse came down from the unit, she told 
me stories I just couldn't imagine. Things I just took for 
granted, I felt different after talking to her." Kathy said 
it's "Because you don't work with each other and you don't 
know what goes on. The ideal thing would be to let every­
body work each area and at intervals change units. That 
would be the best thing, but it's not feasible . . . well 
you are isolated. And everybody says, well, that is that 
unit's problem, let them work it out." Kathy related an 
incident of another nurse who had come to work part time in 
her area and who later wrote a letter to them. The nurse 
admitted that she had labeled the nurses in their area as 
"uncaring." But Kathy said, "After she saw what the nurses 
go through, she changed her opinion." 
The role of the novice or rookie nurse was spelled out 
by Kathy. She feels that she was often given the message 
"You just be quiet and go along. . . . Stay in my place." 
Many of these cues Kathy interpreted from other nurses' 
actions and she said that part of it comes from wanting the 
experienced nurse's approval and acceptance. "If you knew 
deep down something was a wrong order, and you knew the doc­
tor wasn't doing right, if you said something about it, the 
nurses would say 'you just go along, you don't dispute the 
order'. . . they gave the message that you're new, you want 
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to be accepted. It's ironic because they don't go along 
with it. Faced with the problem, they stand right up and 
say 'this is not right!'" Kathy believes nurses have a 
reason for responding this way. "It's just because you're 
new. They don't do it. They've proved they don't do it." 
The message Kathy selected for herself from these conflict­
ing cues, she said, is "When something is wrong, you say some­
thing about it. I don't care who I make mad, or who doesn't 
like me." 
Acting on the message which Kathy chose, however, 
prompted some feedback from the experienced nurses. "Even 
though you did what you believed in, the nurses would say, 
'Well, the next time, you know, maybe you shouldn't blow 
your stack.'" And Kathy learned "In a couple of situations 
I've had, if there was any 'iffy' situation to it, and if they 
kept on, they put the pressure to you, you might back off. 
. . . One thing would be your co-workers. Making sure you 
don't screw up." Kathy believes that people "tried to put 
you in your place," but she says, "I was taught in school, 
if you don't have confidence in yourself, nobody else will. 
I took that philosophy." 
In the area where she works, Kathy said that nurses 
and physicians are on a more equal footing. In the emergency 
room "the assertive nurses" are admired the most. Even 
though beginning nurses are told not to "make waves," many 
of the E.R. nurses are observed to be "strong" and Kathy 
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indicates that you "pick up on it." Sometimes a doctor 
will say "where is the boss?" But the physician's comment 
is less important, Kathy observed, "when they have a bad 
patient, or need someone to assist them, that is the nurse 
they pick. Even though they act like they don't particularly 
care for the nurse, that's the one they want doing the pro­
cedures. So I think they don't know which way to turn 
either. You pick that up, that even though that's the way 
they feel, that's the nurse they ask questions when they come 
in.11 
Kathy's socialization into the hospital is influenced 
by her own desire to hold on to beliefs which she feels are 
valuable and by the people with whom she works who interpret 
events and provide models through their own activities. 
Kathy recognizes that it is not easy always to do the things 
which you believe in. She finds pressures surrounding her 
and she finds that looking to her co-workers for guidance 
causes her in many cases to follow their patterns of behav­
ior. But Kathy also believes that to simply follow these 
patterns will not achieve what she wants to become as a 
nurse and so she attempts to be selective. 
One of the values which Kathy seems to hold is that of 
assertiveness and of working from a firm ground of knowledge 
which serves as the basis for the conviction. She confirms 
this value in nurses in the emergency room who caution her 
as a rookie not "to dispute," "just be quiet and go along," 
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but who demonstrate a very different approach in their own 
responses. She selects their behavior rather than the 
nurses' words as a guide for her own model of nursing and 
Kathy feels that she is accepted even though acceptance 
seemed to be attached to the verbal messages. "When some­
thing is wrong," she said, "you say something about it. 
I don't care who I make mad, or who doesn't like me." 
Kathy believes there is a conflict in the emergency 
room between the younger and older physicians' attitude 
toward nurses. Older physicians are unwilling to accept 
information or suggestions from the nurses and Kathy senses 
that there may be a difference between the nurses of today 
and nurses who used to "just make beds, and answer phones, 
and sit there looking nice." The younger physicians depend 
on the nurses for help and hold no previous views which 
prevent them from accepting the nurses' judgments. The 
feeling of being threatened, which the younger doctors 
attribute to the older physicians, may be discovered in the 
older physician's own socialization. The need to retain 
power and authority perpetuates a system of domination-
subordination, but it also traps the older doctors in a 
web of necessity. The doctor is unable to evaluate the con­
tributions of recent nursing graduates and part of his 
unwillingness may stem from the desire not to evaluate his 
own medical education against the qualifications of younger 
physicians. He must resist the nurse's suggestions at 
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whatever cost because it threatens his own tacit acceptance 
of the nurse's inequality and his own superiority. The 
younger physicians continue in the process of their own 
socialization and, while they do so, their concept of the 
nurse within the medical system remains flexible and open 
to the clues and pressures of their environment. 
The fragmentation of the hospital environment influ­
ences the perceptions which nurses develop about one another. 
Kathy described her own area as a "nest" indicating a comfort 
to be found with those with whom she works closely. But she 
also has an idea that separation from other nurses contrib­
utes to the persistence of some of the nursing problems in 
the hospital because nurses are only interested in solving 
their own unit problems. She believes that if the nurses 
could step into each other's shoes for a while by working on 
one another's units, it would create better understanding? 
but she, like other nurses who have been interviewed, accepts 
the structuring of the present system as "the real world" 
and believes that other approaches are not feasible. 
Kathy questions whether nurses are treated as they are 
because of perceptions of sex-roles or whether their simply 
being nurses influences their position in the medical system. 
Her perceptive question indicates that she believes that 
complex factors are involved in the reproduction of the 
nurse's position in the hospital. Her perception further 
influences the choices she makes about what kind of nurse 
58 
she wants to become and she says of herself, "I'm kind of 
independent. If I'm not satisfied with doing it, I won't 
do it. . . . I'm a durned good nurse." 
Joan 
Joan is 35 and graduated from the associate 
degree nursing program 18 months ago. She is married and 
has two sons. Her husband teaches in the public school 
system. Before she entered the associate degree nursing 
program, Joan worked at times in the hospital and in a phy­
sician's office as an office nurse. While she attended the 
college nursing program, Joan continued to work part-time and 
she says she did this because she feels "responsible for 
things" and knew that her family needed the extra income 
from her job. 
Joan grew up as a foster child in the home of a great-
aunt and uncle. Her father drowned while she was still an 
infant, and her mother committed suicide when Joan was 18 
months old. Joan says that she learned what "giving" was 
from her great-aunt who was nearly 60 when she started caring 
for Joan. Her great-uncle was a furniture factory worker, 
and Joan grew up in the same area where she now lives. 
Although Joan had no brothers or sisters, she was not 
alone as a child in her great-aunt's house. When her 
great-aunt's daughter-in-law died, room was made for three 
additional granddaughters who were all younger than Joan. 
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Joan says these events had positive and negative effects on 
her. She became aware of other people's needs, but at times 
felt herself to be an "outsider" since her ties were not as 
close to her aunt as were the three granddaughters' ties. 
She says that at times she wondered why her mother cared so 
little for her that she would leave her. 
Joan takes responsibility for other people in a number 
of ways. She has a friend in her forties who has terminal 
cancer, and Joan, in spite of the demands of her job and 
home life, contributes to the care of her friend. I cite 
this instance, not because of the pathos, but because I 
believe that it is representative of Joan's overall behavior 
of extending herself for others' needs. She is deeply sen­
sitive in responding to others and often gets caught up in 
helping other people resolve problems. 
Right now Joan says that she is going through a mid­
life crisis. "I have been giving and giving with no rewards 
but I'm becoming more aware of things." At one point Joan 
said that she felt that when people were being "smothered" 
in their situation they should change their situation, but 
she also said that if things got bad in her job she would 
"stick it out." 
Joan says she has a "positive attitude" about nursing. 
She enjoys it and, even though there are things about nurs­
ing which she believes are not satisfactory, she feels good 
about the profession. Her dissatisfactions with nursing 
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center on the lack of financial rewards, lack of time and 
money for continuing education, and work conditions which 
leave her physically exhausted. But Joan said she believes 
that if someone is not happy in nursing they "wouldn't be 
happy" in something else because "maybe they just aren't 
aware. If someone is unhappy in nursing, it is within the 
person and they would carry their unhappiness with them 
wherever they went." 
Interview. When Joan was asked what clues she had 
gotten within the hospital about what was expected of her, 
she responded that one of the things she felt she had to 
adjust to was the resentment felt by people with whom she 
had worked earlier as a licensed practical nurse. As a 
practical nurse it is necessary to accept supervision and 
direction for nursing care from the registered nurse or phy­
sician since the practical nurse's education is limited to 
the functional aspects of patient care. Joan's change in 
status meant a change in relationships with her former peers 
and she was prepared for some of these changes by a course 
in the college nursing program in which some of the aspects 
of the job were considered and role-playing was used to 
explore what might happen to the new R.N. 
Joan said she anticipated some resentment in her new 
role because she had worked in the hospital area where she 
was assigned before as an L.P.N. "Six or seven years ago, 
and I knew all these people I had been their equal as an 
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L.P.N., and all of a sudden, I'm giving them instructions, 
or not necessarily instructions, but assignments. There is 
resentment, just knowing the individual. So I had to do a 
lot of thinking about that before I even accepted the posi­
tion." Joan indicated,in response to a question about how 
she was able to know that resentment was present, that it 
was "Probably more actions. I think at first there was sort 
of a coolness, an aloofness, the atmosphere, and the way I 
handled it was, I tried to go in—well, you know, other people, 
and even physicians would say 'you're a new graduate, how do 
you spell this word?' and naturally you knew them, you're 
right out of school; and so I try to be real careful. I 
try not to be the 1smart-aleck' that knows everything. I 
have to be real conscious of that. I try to deal with a lot 
of things by asking 'do you think this would be a good idea?' 
or 'how do you feel if we did it this way?' rather than say­
ing 'let's do it this way' even though I knew it's the way 
it should be done." Joan said that she did this even 
though "There were some situations I felt like it had to be 
done, but I tried to be careful about letting them have 
input." One of the things Joan said she had to be careful of 
was that her nursing coordinator (head nurse) was fond of 
her, and other people in the unit, especially R.N.'s, sensing 
this, would make "super-nice compliments" about Joan. She 
said "I really had to be careful about responding to that." 
I asked if she felt that she had to "put up a front" to 
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respond as something other than herself in the situation 
and she said "Yes, sometimes. At least the first 4 or 5 
months, there were a number of times. I sort of had to play 
myself down. A lot of the physicians were glad I had gone 
on to school. Even Dr. (whom Joan had worked 
for as an L.P.N.) would come in and say, 'How is the chief 
doing?' But that was when I could feel and see that type 
thing. But I kind of expected that. It was harder, I 
think, than if I had gone into a whole new set of friends." 
When Joan was asked why her coordinator had "bragged" 
on her, she said that it was because "Maybe I'm doing what 
she thought I should be doing; her expectations of me. 
But I wasn't doing just what she (the coordinator) wanted." 
And she felt that the coordinator would accept Joan's inter­
pretation of what she should do. When I asked if Joan felt 
she was sensitive to what other people want, she said, "Def­
initely, I guess we all are, maybe some people are more than 
others." While Joan's sensitivity is valued in the way that 
she responds to patients and to co-workers, it also seems to 
lead her to situations where she must risk her own sense of 
self. The qualities which prompt her to remark that she has 
"given and given" are also the qualities which help complete 
her sentence "without reward" and her behavior must be con­
sidered as a response to conditions within the past, present, 
or future environment. 
Joan says that she had a strong sense of what she 
wanted to be when she went to the hospital as a new R.N. 
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I asked if that had changed and she indicated that it had 
not. "School is the ideal situation, and when you get out, 
being able to balance your see-saw, being able to make modi­
fications, but yet stick to the principles you were taught 7 
I think you do have to modify somewhat from the ideal text­
book situation. You get out there and I think it's sort of 
being able to modify yourself but yet still retaining your 
strong principles to be the right way, the right thing. 
When I use the word 'modify', I don't mean that you give in, 
you still stay very strong in your beliefs, in the way things 
should be done. In order to stay comfortable with myself, 
I have to stay strong in what I believe. I can live with 
that better than I can live with giving in." I asked Joan 
what she thought caused nurses to give in at times and she 
said, "I think it's the person herself not being strong 
enough. It's more comfortable to give in, less pressure 
maybe. Maybe. Nurses get burn-out. I see tremendous 
numbers. They are just tired, not only physically exhausted, 
but in a lot of aspects of their life, and it's easy to just 
give in. Workwise they are not rewarded. Financially they're 
not rewarded. We talked a lot about that in school, and I'm 
thankful. That's been good for me to fall back on." At 
one point I asked Joan why nurses continue to carry on in 
the same routine. "Just tradition and thinking this is the 
way it's got to be. If I don't do it I will look out of 
place with my peers and I'll be the oddball if I don't do it: 
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if I don't do it, how it's been done for years. And I feel 
like if we had more inservice (continuing education)— 
it's why you see so much burnout, I think, I see that with 
my peers. I haven't been that long out of school. I'm ' 
still pretty excited about it, I'm still in the honeymoon 
phase compared with those who have been there twenty-five 
years. I think if it was made aware to those girls that 
there are things, but they aren't aware of it. They don't 
know how to get out of it." I asked why we couldn't see 
those alternatives on our own without having some sort of 
stimulus and Joan said, "I think there is a different trend 
in nursing in the past few years that makes you aware of 
doing those things, but back maybe 20 or 30 years ago, 
these things weren't evident. They weren't aware." 
The new trends are found not only in nurses, according 
to Joan. She said that she had a hard time seeing the dif­
ference between men and women in the hospital. She saw them 
as a team,and herself as a nurse. "As far as the ones that 
I know, administration and physicians see them that way too. 
I haven't seen them deal with men I work with (male nurses) 
any differently. But it's hard for me to see them as if 
they were all men. I don't know why. ... I see them a 
lot in the same way as wanting to share, wanting someone to 
care. But I cannot see them ever willing to go that tenth 
mile. They'll go eight but not ten. I think it's the way 
they are brought up. I can see younger, teenage guys: 
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patients, friends of my children, younger doctors, they are 
willing to give of themselves. Their time, their energy, 
their feelings, their thoughts,that I don't see the ones 
who are older giving. Like all these new doctors, they 
just get in there and roll with everybody. They get in 
there and cry, they are willing to touch; they are willing 
to give time, to give energy and I see that more in teenage 
boys, too, more than even in men my age or in their forties 
and fifties. I think it's a new trend of being brought up. 
That it's okay now. It's okay to touch or to cry if some­
body hurts. Or because you're frustrated and angry. It's 
okay, but it wasn't okay with society before." 
Joan believes that feelings are important to women. 
"A lot of times women are willing to sacrifice physically, 
financially, a lot of different ways because they feel 
stronger about something. And sometimes I feel like men 
aren't as willing to sacrifice for feelings as women are. 
That's my personal thought." When I asked if the issue of 
feelings influenced the way nurses go about doing things 
she replied, "Definitely, because I think if you're a feel­
ing type person you're not only willing to give a bit more, 
but to express it. I think, to me, that's important, I 
think someone who isn't won't give as much. You're able to 
be more perceptive. I think it can cause us a little more 
discomfort and pain sometimes. . . . Overall I see it as 
beneficial because you are able to see more. Give more, 
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feel more, and get more rewards, too ... but it does 
cause you some pain." I asked what kind of rewards we get 
that men don't and Joan said, "What rewards do nurses get? 
I think the number one thing is that the reason nurses get 
out, the number one thing is financial. Maybe work situa­
tions, compensation for having time off to go to educational 
experiences, you know you aren't paid for the time you're 
off duty. You're not given any money to help do those type 
things. If you made enough to begin with to do them. . . . 
Nurses who stay in are the ones who are still getting some 
of the things they went in there for. Just the self-
satisfaction—that type of thing. I remember one time 
hearing that people who are nurses are getting their own 
needs met. And at first I resented that! I thought how 
ridiculous! Then after I thought about it a long time, I 
realized they were right. I was getting some of my needs 
met there. . . . When I looked at it honestly, I thought, 
I too was there for some of those reasons." I asked if we 
got the message that we shouldn't have our needs met and 
Joan said, "Yes, at first I thought that would be selfish, 
you're there for the wrong reasons, you're there to be 
selfish. You're weird. Then after I really looked into 
it, I realized. And maybe some maturity too, I realized 
that it's okay." I asked what gave the message to nurses 
that they shouldn't have needs met. "I think it would have 
to come back to your individual feelings about yourself. . . . 
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I think that they would feel unhappy, their self-esteem 
would have to be low. Not feeling like they were giving— 
getting any rewards." 
Joan recognizes that it is acceptable to meet some of 
her own needs through nursing. She readily admits that 
when the idea of such a thing was first suggested that she 
was not attracted to it. But I believe that she continues 
to feel that this should be a secondary concern of nurses. 
There is more an indication that the nurse should be emo­
tionally strong and secure and able to draw rewards from 
some internal mechanism. 
In addition to the lack of financial rewards in nurs­
ing, Joan also cited the routines of the hospital and isola­
tion as a problem. Because Joan has worked on one of the 
surgical units, as well as the emergency room, she has some 
understanding of the problems on the nursing unit. But 
there is a message conveyed in the hospital that when nurses 
aren't busy, when they are seen talking together, that they 
are not performing as they should. In the emergency room, 
when nurses spend time in the lounge together, many older 
doctors complain. "If older doctors don't have the nurse 
right there to put the cap on their pens if they fall off, 
they complain." The belief that nurses should be discour­
aged from sharing concerns and information with one another 
was reinforced when some nurses wanted to get together 
outside of the hospital, on their own time, to discuss 
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problems. Joan said of this incident that the activity 
was considered by administration to be "union activity" 
and that nurses who continued the activity were threatened 
with being fired. The routines of the nursing units also 
cause problems for nurses. In her own unit there is variety. 
But not in all nursing units. "I worked on the floors as 
an L.P.N.7 not very long though. I don't know whether it's 
a true picture, but in the emergency room it's a change. 
On the floors ... I think sometimes they are doing the 
same type thing so much they get in a rut ... it becomes 
such a routine, if everybody doesn't turn the patient every 
two hours, cough and deep-breathe him (expand the lungs), 
it just becomes a routine. Instead of thinking for them­
selves, I'm not trying to label them. That's what I see." 
When I asked what would get nurses out of "falling into 
ruts" Joan said, "if more nurses were allowed more time for 
seminars, for getting together to air their differences, to 
sort of diagnose what is going on with themselves. I think 
maybe sometimes it would be to rotate areas, not stay on one 
floor for twenty years. ... I think they get isolated; 
maybe we get isolated, too. I guess different nursing 
units are isolated. ... I've often thought how it would 
work if maybe 5 days out of the month we could work in a 
different area. Sometimes the emergency room thinks that 
if they get the patients up to the floor, they (the floor 
nurses) can do it. But I remember very well how it was at 
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2:30 in the afternoon when everyone is coming up and needs 
I.V. fluids, nurses notes; and I think the emergency room 
could see that they don11 just change beds and take blood 
pressures, temperatures, and pulses on the nursing unit. 
In becoming a new nurse, Joan tries to "balance the 
see-saw" by modifying herself while continuing to hold on 
to the beliefs that are important to her. She feels that 
she is now in the "honeymoon" stage and still feels excited 
about her job, a feeling which she attributes to her educa­
tional experience. Presently she believes that she is hold­
ing onto those beliefs even though she had to respond to 
some situations by being inauthentic in deferring to others 
when she was well aware of what needed to be done. She has 
gotten the message from the practical nurses, with whom she 
was an equal before becoming an R.N., that she should be 
careful in her treatment of them. The coolness and aloof­
ness is interpreted by Joan as a need for "being careful 
about letting them have input." Of the R.N.'s, Joan feels 
that their compliments are attached in some way to the 
coordinator's appreciation of her and, as a result, she has 
to be "careful about responding to that." There is an 
interesting interplay in -which physicians indicate that 
her recent educational experiences have equipped her as a 
spelling consultant and the doctor for whom Joan previously 
worked calls her "chief". Joan senses that she has to be 
particularly careful about demonstrating authority (power) 
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in the situation and attempts to be "real careful. I have 
to be real conscious of that. I try to deal with things by 
asking 'do you think this would be a good idea?'" 
The interview seems significant in the things left 
unsaid as well as those that are said. Joan does not indi­
cate that the compliments given her by the nurses might be 
due to admiration or support. Their remarks are interpreted 
as a need for being careful in relationships, especially 
with the nursing coordinator who is seen as having some 
power. And it appears that she believes she should not 
appear powerful even if it is power derived through asso­
ciation with the nursing coordinator. 
By contrast, Joan seems to see the physicians' asking 
her to spell complicated medical terms or being referred to 
as "Chief" as complimentary even though it makes her feel 
that she must "play herself down." While the nurses' eval­
uations are attributed to deeper motives, no such motives 
are attached to the physicians' statements. She also feels 
grateful that her instructors in the nursing program had 
helped her consider the problem of possible resentment from 
co-workers. 
Her estimation of the younger physicians and their 
willingness to express emotions and to share their sensi­
tivity parallels statements made by Linda and by Kathy. 
Joan sees the young doctors as analogous to younger patients, 
friends of her children, and teenage guys, who are willing 
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to give of themselves. Because she sees it more in the 
teenage group than in men her own age, she believes that it 
reflects a recent change in the way people are brought up. 
In effect it has become permissible for men to have emotions 
and feelings. The question remains, however, whether the 
young physicians' actions are similar to teenage boys 
because they hold a similar, adolescent position in the 
hospital between the nurse who mothers and socializes them 
and the authority of the older physician who must eventually 
be imitated for full status, or if there is indeed a 
reordering of the previous belief system in which men remain 
analytical, detached and objective? Due to personal exper­
ience, my own belief is that younger physicians, as a group, 
are usually more vulnerable and dependent and tend to 
express feelings more freely. Regardless of when such behav­
ior emerges, it seems evident that it is a response to con­
ditions within the individual's past, present, or future 
environment. 
The confusion in stating "giving-getting rewards" is 
illuminating. Must Joan feel that she must accept her own 
giving as her own reward? There is awareness in her attempt 
to "balance the see-saw." Joan wants time to reflect, to 
attend seminars, and to increase continuing education time. 
She recognizes that the routines of the nursing units can 
dull the nurses' perceptions of pressing needs. And she 
sees that nurses become "not only physically exhausted but in 
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a lot of aspects of their life, it's easy to give in." But her 
belief that nurses "carry their own unhappiness with them, that 
it is the individual person who is responsible for their own 
well-being" effectively prevents her from recognizing the 
assaults from within her environment. There is assumption of 
a reciprocity of perspectives so that in the hospital Joan 
believes she will "give-get rewards" and in return the medical 
system will "give-get" rewards. The expectation of reciprocity 
continues although the hospital has provided little or no time 
for reflection, restricts salaries so that Joan is financially 
limited in attending seminars on her own time, and provides 
little continuing education within the structure. The iso­
lation from other nurses, other than her own unit, is some­
thing which Joan regrets because she is a sensitive, caring 
person. But she has not experienced the support she might 
obtain from a more strongly welded nurses' group and there­
fore accepts the necessity of her own and other nurses' 
isolation. 
When Joan indicates that she tries not to be a "smart-
aleck who knows everything" and that "I have to be real 
conscious of that," she is acknowledging what her sensitivity 
has led her to discover as the expected role for nurses, 
that of powerlessness. By trying to be conscious of the 
needs of others and the system within which she works, 
Joan remains insensitive to some aspects of her own needs. 
The fragmentation of her work is both interior and exterior 
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since Joan has developed no framework of her own from which 
she can question and judge the technology that surrounds 
her. Her education has helped her to fulfill the needs of 
others but fails to provide her with a lens to examine how 
society repays her. 
Joan says that if situations are "smothering" an indi­
vidual that they should consider alternatives, but she 
believes that if her job goes bad she will continue to 
"stick it out." I suspect that Joan will continue to "give 
and give without rewards" because her wholeness and aware­
ness will not be nourished in its present environment. She 
is accurate in stating that the nurse needs to be strong 
within herself. 
Linda 
Linda graduated from the associate degree nursing pro­
gram 18 months ago. She is 34 and describes herself as "some­
thing of a loner." Her description of herself is based, I 
believe, on the investment she chooses to make in maintaining 
friendships rather than any characteristic which would restrict 
friendship. I see Linda as one who determines her own time 
and place to be with people. She was relaxed and friendly 
during the interview and seemed to enjoy it. Even though 
there were other questions I would have liked to focus on, 
subjects introduced by Linda were significant to both of 
us, and as a result I preferred to follow Linda's inclination 
in this interview. 
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Linda grew up as the daughter of a noncommissioned 
army officer. She says that unlike many army families, 
her family lived in the same Southern city for eight years. 
"The only difference was that my father put on a uniform when 
he went to the office." Linda's father's position had "some­
thing to do with supplies" and she feels that her early 
childhood years were more typical of stable suburban fam­
ilies than of army families who must move frequently. 
Linda has an older sister and a younger brother and she says 
that she liked being a "middle-child," but she would not 
elaborate on why she felt this. Linda's mother never worked 
outside the home, instead spending her time caring for 
family. Linda said that in some ways she thought growing 
up was a form of the "grieving process." When I asked why 
she felt this she indicated, "Because it's a process of 
giving up your illusions, of believing that someone will 
always be there for you and finding out that you're really 
alone in the world." 
One of the events in Linda's life which she feels influ­
ences the ways that she looks at the world was the transfer 
of her father to Germany when she was 13. Her family moved 
from a suburban environment to an army base in a foreign 
country, and Linda says that it was unsettling for a 13-year-
old to find herself in such a strange,and different world. 
"The cultures were so different and at 13 it was something 
I had to work at getting used to." 
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When Linda's family returned from Germany and it was 
time to choose a college, she decided to attend an institu­
tion in a town where her older sister lived so "I would have 
someone with me." Following college she married and taught 
school for six years. When Linda's marriage was terminated 
by mutual agreement, she says the greatest problem for her 
was having "to learn to live alone in the world." She says 
of herself that since her divorce she has had to do a good 
deal of questioning about her own needs and those of others. 
During the interview Linda related an incident in which 
a friend stated at a time when Linda was emotionally upset 
that "Linda would be all right." She said that the comment 
made her angry at the time because she saw it as uncaring. 
But now she had come to understand the meaning expressed in 
the words (and the implicit acceptance of her own capabil­
ity) and had come to share this belief with her friend and 
to understand the motive behind the statement. 
Nursing is not Linda's first career choice since she 
taught six years in an elementary school before she decided 
to become a nurse. She says of this experience, "When things 
get bad in the hospital, I just look back on that experience 
and think 'things aren't so bad after all.'" When asked 
what her attitude was towards nursing, Linda said that she 
sees nursing as an opportunity to "get something for myself 
f there weren't something in it for me, I wouldn't do it." 
At another point in the interview, however, Linda said, "It 
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takes me a long time to figure out why I'm doing something, 
and as I figure out 'what's in it for me,' I may find that's 
not what I want to do, that my motives weren't that great. 
But I have seen some things change. Some are intangible but 
they have changed. I think it starts with a change in atti­
tude. And that takes a lot of time. A lot of patience." 
Linda's entry into nursing has been marked by changes which 
have at times been "unsettling" and when she says she believes 
that change should come about by "working with people rather 
than mass movement" it seems to reflect the changes in Linda's 
life which have resulted in a change of attitude about people 
and her own place in the world. 
Interview. Linda said of her socialization experience 
that she had to become a nurse "by playing it by ear" since 
she had no set opinions of which she was aware about what a 
nurse should be. She said that when she first got out of 
nursing school and began working as a nurse she was trying 
to take responsibility for things she really couldn't. "I 
came home exhausted . . . then I figured out, I could try to 
take responsibility, but it wasn't going to do any good. I 
shifted that attitude in my mind." She said that in learn­
ing to become a nurse she "looked around" and saw things she 
liked. "Some things I liked and didn't like in the same 
person. I sort of picked things I liked in certain people 
and tried to develop that in myself. Or at least my version 
of that." I said of this, "It wasn't exactly the same?" and 
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Linda responded, "Right, it loses something in the transla­
tion when it comes through me. I didn't know anything about 
being a nurse. You have to look around: that's where I 
started. I'm not saying I thought this through. I wasn't 
aware that's what I did, but you1 re asking me what I did, 
and then I would think how I felt about things and I would 
decide. And I would make mistakes. Situations I handle now 
so easily that were so hard. I was scared." I asked Linda 
if she felt vulnerable to "picking" things up during the 
early period in the hospital which she now considered "excess 
baggage" and she replied "Yes ... a couple of things. I 
picked up that technical skills were some . . . almighty 
kind of thing. It was like whoever had technical skills came 
close to the Virgin Mary. I couldn't, I didn't know how to 
do everything. All of a sudden I'm in charge of a 36 bed 
surgical floor. The only R.N." Linda said she believed 
technical skills were important but that anyone can learn to 
do them. She has now come to believe that what is important 
is "Sorting. The ability to sort mountains of stimuli com­
ing in. To pick out an order in a certain way. Some way of 
being efficient in the sense that you don't waste your 
energy. Dealing with people. Not in the way I used to 
think. Not as a mother . . . I care about their (patients') 
problems, I care that it's explained and they are given sup­
port if that's what they need. I care about them. It's 
like I don't care in the sense that I have an emotional 
78 
involvement with that person." Linda says she believes that 
patients often check in to the hospital to be "mothered" 
and that it is a real temptation to become a mother. "Peo­
ple will ask you to make the damnedest decisions for them but 
I just do not buy into that. It's good for your ego, but 
the price is too heavy. ... I quit doing that. I was so 
tired I felt drained. I had vampire dreams. I got the 
message. I was either going to have to do something about 
it or check out of the business." She says of her patients, 
"I care about them because I care about myself." 
Linda said she feels that part of the belief that seems 
to come across in the hospital is that caring means making 
things easier for people. "Caring means taking responsibil­
ity for them . . . emotional responses—even when you have 
to dig them up. Basically sentimentality." But she says, 
"There are times when grown adults need some real, what you 
call 'mothering1. It just doesn't seem to come up all that 
often. And a steady diet of it.?!" Linda said of physicians 
and "mothering", "I think physicians particularly, most of 
them,have some idea about what that is, too. They're in a 
double bind of doing the masculine version of father, but 
they have some idea of what that means. The authority fig­
ure. This is a 'good nurse.' I just finally decided I 
wasn't going to make it if that's what a good nurse was. I 
would say 'I don't know—the patient was breathing the last 
time I saw her' and they would laugh and say 'Are you sure?' 
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I don't have any intention of pretending. I think it's a 
mistake, nurses covering up. Yeah . . . madame mother was 
in charge and was going to take care of it. I would just 
say, I don't know. I haven't seen the patient." Linda 
said that at first she was afraid of doctors and would hide 
from them. Finally one day when a physician stood in the 
middle of the hall and yelled for her she said her reaction 
was, "It scares me to death and I haven't done anything" 
and told the physician, 'Please don't yell at me'." 
Linda did not single out doctors in their attitudes 
along age lines. She did feel that nurses with technical 
skills were more valued by physicians than those who nurture. 
"The beauty of the technical is that it's there, it works, 
it saves people's lives, there is a real high to that. 
That's good and I like that. But it's not enough, it's 
like anything else in excess; technology in excess becomes 
an evil, intuition in excess becomes an evil. There's got 
to be some sort of blending. Not damage one for the other. . . 
Doctors, well it's fact—if you can't see it, taste it, touch 
it, then it doesn't exist." 
Linda related an incident of a doctor who couldn't 
understand how the patient could feel better when the 
patient 's x-ray looked worse. Asked what he chose to 
believe, the doctor had to struggle with believing the pat­
ient's own feelings. "It never occurred to him that was 
something you could do." But Linda says, "Nurses deal with 
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people, they know things lab work won't show you. It must 
be frustrating for doctors to look at all the technical data. 
He is locked into one mode and they can't consider the 
patient. The feminine mode accepts that better. We can all 
relax in a certain way." 
What stands out in Linda's interview, in the way she 
felt about the hospital in the beginning of her nursing 
career, is an impression she gives of a nurse working on the 
unit. "I'd see this nurse standing there, and 16 doctors 
are giving her orders, and she is taking it all down, she's 
doing one thing with one hand, and one with the other, and I 
thought, 'If I ever get to where I can do that, I will be so 
proud of myself!'" She says that the way nurses are expected 
to act is "in the system." She says that nurses are treated 
as though they are interchangeable and "if you feel that way 
about yourself, it just perpetuates it. There is nothing 
wrong with being a human being. I have to learn. Somebody 
said once, 'Why don't you know this' and I said 'forgive me, 
I skipped medical school. I'm not a mini-physician.' It's 
a different thing entirely. I value what nurses do. They 
are not doctors. It bores me. I'm not interested in it. 
I gave up and concentrated on what made sense to me. Some­
times we get the uniform mixed up with the person inside, 
the patients, the doctors." 
Of the hospital system, Linda says, "You know the 
biggest thing that has surprised me is that the place where 
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you're supposed to care is set up to be so inhumane. I 
don't know how that happened. I think technology overran 
us. You get so bogged down with routines. There is not 
much left over. I don't want to be mother, but there are 
some things I would like to do, some interchange with the 
patients. It's as important as some other things we do. 
It's set up in such a way—you're locked into that system. 
It's frustrating." I asked if she believed the hospital had 
to be that way and she said she believed "It's so deeply 
ingrained. Something far deeper is going to have to change. 
... I know it's pretty rotten all the way through, except 
in some situations like in your specialty areas. That's 
one of the reasons I left the surgical floor. I'd scrub 
streets before I'd go back. It's hopeless. The nurses 
don't feel good about themselves. The nurses perpetuate it. 
I know they do. They feel powerless. It's like the tech­
nical skills, which tend to be more masculine. Whatever 
nursing is—is feminine. You don't have very good technical 
skills on the floor. The physicians know that. The emer­
gency room nurse has a lot of technical skills; the physicians 
value us more highly. Nurses do, too." Linda related how, 
when E.R. nurses wanted a raise, they decided they were not 
concerned about the remainder of the nurses in the hospital 
because "If every single nurse on the floor got together, it 
wouldn't carry as much weight as the more technical specialty 
nurses. And there were some good nurses up there. I ran— 
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it's a hard job. It takes an amazing amount of skill, know­
ledge in dealing with people, families, staff. But they 
aren't tangible. You can't see them. I think that's what 
nursing should be. I don't think people will value that 
until nurses value that. When I started out, I could do 
some of these things, but I didn't value them. They were 
feminine, not tangible things." 
When I asked Linda how nursing school had influenced her 
attitude she stated, "Interestingly enough, my impression was 
that nurses are educated different verbally—you're not just a 
handmaiden of the doctor, etc.: they tell you that, and that's 
good, but I don't know. When you don't know anything about 
nursing, your instructors are going to give you that intangible 
attitude without a word having been said. You pick up from 
them because you don't have anywhere else to start. I felt 
like I was told one thing and yet I saw that attitude that had 
some of the same stinking rotten problems that the rest of 
them have. They are women who have been educated in the 
same society. Yes, I learned it in nursing school. But I 
didn't pick it up from anything I was taught. I was taught 
just the opposite. But you know what you're taught. I 
think they (the teachers) would be horrified. They sin­
cerely do not want to pass that attitude on. But it contin­
ues to perpetuate itself and it starts in nursing school. 
Because most of your instructors are females and it goes 
back beyond nursing. Not really valuing yourself. I think 
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it's changing. And one of the reasons that I have gotten 
where I am is not because they had cleaned up their act but 
because they were struggling with it. It's not have you 
cleaned it up, it's are you questioning? Trying to change 
things: it's made a difference to me." 
Changes for Linda, I believe, are not always positive, 
and the transition from student to beginning nurse poses 
some degree of threat. Linda recognizes that choosing her 
role of nurse is more of an interpretation process but she 
believes that something is lost, rather than gained, in the 
process. In translating what she saw that she liked in other 
people, Linda recognizes that variations occur through her 
own re-creation. Her initial feeling of having to accept 
responsibility for things which were outside her personal 
control took energy which could be used in more productive 
ways. I believe that once this was recognized on a deep 
personal basis, energy was conserved and used for the 
things she could control, such as indicating feelings about 
being yelled at by the physician. 
The message that "mothering" is part of nursing is one 
that I believe many nurses (and women) accept in attempting 
to help others. It can also be found in nursing education. 
Helping comes to mean the assumption of responsibility for 
people (and students) by attempting to make things "easier" 
for them. Telling patients and students what to do instead 
of encouraging their own objectives and goals tends to feed 
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the ego but at the same time costs the helpers a good deal. 
It creates tremendous burdens for the "helper" and encour­
ages the continuing dependence and the absence of personal 
esteem and power of the one who is helped. It seems that 
Linda's is a deeper, more adult form of caring in that it 
reflects the message her friend gave her, that the person 
helped "will be all right," recognizing the innate capability 
of individuals to determine what is best for them. Her admis­
sion that she had feelings akin to terror about the expecta­
tions of her job and the authoritarian figure of the phy­
sician, points up her acceptance of her own humanness and 
frailty, and a rejection of the need to reproduce authority 
in herself. By refusing to become "madame mother," many of 
the traditional rules of interchange between nurse and 
doctor are broken and by approaching the doctor-nurse game 
with irreverence and humor, Linda perhaps allows others to 
see the cost of such games. I can only wonder at what might 
happen if more nurses felt freer to express their ignorance, 
their terror, and their inability to be the super-efficient 
nurse in terms which are not demeaning. At present I believe 
that many feel unable to do so because it appears to be a 
win-lose situation where rules are handed down for playing 
the game by those who have learned well how to continue 
losing it. 
The perception of technology in the hospital is one that 
had not occurred to me before. Nurses who are considered 
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technically proficient are more valued than are nurses with 
the more human skills for nurturing. It is such a tacit 
understanding that it goes unquestioned. The technical 
skill produces tangible results which can be easily observed. 
Teaching someone about the disease process or listening to 
someone explore their own feelings provides little that can 
be in Linda's words "seen, tasted, or touched." Acceptance 
of others1 valuation of technical over intangible human con­
cerns reproduces this system and causes the feeling that 
nurses are interchangeable (because technical skills require 
little creativity), and causes nurses to feel powerless in a 
masculine (technological) system that does not recognize 
their worth. But nurses and teachers of nurses perpetuate 
the system. Nurses accept others' estimates rather than 
their own of what is valuable and reproduce what they have 
learned when nursing teachers fail to examine and question 
the values that are obscured in the technological system of 
teaching by objectives. The fragmentation of values from 
nursing practice and from nursing education prevents more 
conscious decisions about choices made in nursing. 
The fragmentation of the hospital divides rather than 
supports nurses in a feeling of community. Nurses who 
specialize bask in the reflection of masculine values while 
feminine, intangible skills go unrecognized and there is 
awareness that greater power remains in the hands of those 
who accept and act on these values. Even though Linda says 
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she had some of these skills when she entered the hospital, 
she was not really conscious of them and could only be 
impressed by the nurse who seemed to be "doing one thing with 
one hand, and another thing with the other." It was only 
after she reflected that she could become aware of less 
tangible assets. The isolation of being the only R.N. on a 
surgical unit and the responsibility for 36 patients prob­
ably contributed to the priority for development of technical 
skills since the demanding routine left little time to "sort 
mountains of stimuli coming in, to pick out an order in a 
certain way, and to learn to be efficient in the sense that 
you don't waste your energy." 
Linda1s help in working through this mountain of stimuli 
came from her friend, who once stated that she believed Linda 
"would be all right." Linda says of her friend that many 
times they do not see issues in the same way. They often 
disagree; "they rarely had the same approach or answers, but 
it really helped" because the friend had "given her credit." 
In one part of the interview Linda talked about how 
nursing is a reflection of the feminine psyche. "I don't 
believe the male and female psyche are the same. There is 
some kind of built-in capacity (in the female) for putting 
your own wants and needs aside. We just do it. Nature made 
it that way. But that's for people who are "two-foot-three." 
When people get to be "six-foot-four," well, they need to 
take care of themselves, and that's, well, I'm sure it goes on 
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in other walks of life, but nursing in particular, it's mixed 
up in the helper role, whatever that means." 
There is some ambivalence expressed in Linda's estimation 
of nursing. While she sees the helper role as misinterpreted 
by many nurses, she nevertheless indicates that the intangible, 
nontechnical, people-caring skills are what nursing should 
be. She is obviously aware that these skills are not valued 
and even though Linda wants desperately to hold on to her 
own values, she also wants to feel good about herself, some­
thing which she says nurses who practice the less technical 
skills do not do. The dilemma is to gain approval of those 
who would make one feel good about oneself as a nurse while 
holding on to the beliefs that are important to one's own 
sense of worth. When Linda is torn between the value placed 
on technical skills and the value she places on the less 
tangible people-related skills, she must make a choice. In 
one part of the interview Linda said, "You know, I found 
myself getting confidence as a nurse and I thought, I'd get 
a compliment from a physician and it didn't mean anything. 
I thought, I didn't know what he means, 'be a good nurse'; 
what I appreciated was that he was thoughtful. So it's not 
'to die' for strokes. I much prefer picking up on something 
I value." But Linda's denial of the need for affirmation 
must be reconsidered in view of the fact that she leaves the 
nursing unit where nurses carry on activities of which she 
says, "That's what nursing should be," to go to a unit that 
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is highly technical. She understands that the nurses do not 
feel very good about themselves on the less technical units 
and is sensitive in recognizing the threat of remaining in 
an area where the skills she values are not esteemed by the 
people with whom she must interact. 
In one part of the interview Linda related a personal 
experience to the hospital situation: "I was either going 
to have to do something about it or check out of the business. 
It wasn't that difficult because I had checked out of some 
personal situations which were similar." Linda said that 
sometimes it was like saying, "Oh, I remember this one," 
indicating that it is sometimes necessary to leave a situa­
tion because of the threat to individual worth and well-
being. The recognition of an earlier threat in her personal 
life makes it easier to perceive a similar threat in the 
hospital and she responds by choosing the course which appears 
less threatening to that existential self. 
In addition to the personal need for approval, there is 
also a recognition that an imbalance of power exists between 
the masculine and feminine aspects of the medical care system 
and within nurses who are seen as more or less technically 
skilled. This is evident in the beliefs of the emergency 
room nurses that their small group could attain what all the 
other nurses in the hospital collectively could not. The 
identification with the masculine technical skills and the 
masculine power which accompanies them may account for the 
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labeling which Kathy C. describes in her interview. When 
nurses on other units refer to emergency nurses as "uncaring," 
it is an expression of a belief that there has been a sacri­
ficing of the less-tangible female aspects of caring. 
Linda's choice was significant, however, when she said, 
"I think that's what nursing should be. I don't think 
people will value that until nurses value that," and it 
becomes more significant when her reasons for becoming a 
nurse are examined. When asked why she chose nursing, Linda 
replied: "I haven't the foggiest idea. I thought it was 
something to help people. That was part of it. But there 
is some intangible thing—I've gotten something out of it. 
I think the motive was a selfish one, that there was some­
thing in it for me. I don't know how I knew that ... you 
learn to trust your instinct." Linda emphasized in the inter­
view that when something is done to help people it must be 
done so that it is helpful for both parties rather than just 
to help herself. The reverse of this coin, however, is that 
she cannot care for others' needs without caring for her 
own needs, but this caring includes sacrificing some personal 
values to acquire a feeling of worth from others. The bal­
ance of power indicates that masculine approval is more 
significant than the disapproval of other nurses who have 
labeled technically skilled nurses as "uncaring", and Linda 
responded to the dilemma by choosing the course which she 
believes to be less costly to her own being. At the same 
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time she reaffirmed her statement that women have "some kind 
of built-in capacity for putting your own wants and needs 
aside." But it appears that rather than nature's causing 
women to put aside wants and needs, it is more likely that 
it is this imbalance of power requiring the sacrifices women 
make in exchange for the parsimonious doling of limited 
worth and esteem by a society dominated by masculine values. 
Nature is really the effects of socialization writ large. 
Martha 
Martha is 34 and graduated from the associate degree 
nursing program six months ago. She is divorced and has a 
son who lives with her and her parents. Before graduating 
from the associate degree nursing program, Martha worked as 
a licensed practical nurse at the hospital. 
Martha grew up as the oldest child in a family of four 
children. She sa id she believes that being the eldest was 
best because "I had the best of my mother and dad's time. 
We've always been closer to one another." Martha's father 
is a postmaster in the small industrial town where her fam­
ily lived while she was growing up. She says that she knew 
everyone and that many of the people in the town were "kin-
folks." Martha's mother spent her time caring for family 
and home. 
After high school, Martha attended a nearby college 
but she said, "It offered no challenge. The people there 
were the same kind of people I grew up with and I wanted 
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something different." Martha dropped out of college and 
joined the army, where she met her husband. She describes 
her experience in the army with great pleasure. "I met the 
best and worst of people. It really gave me a different 
picture of life." 
While Martha's husband was stationed in Germany and her 
son, who was born in Germany, was still a small infant, an 
automobile accident caused severe and permanent brain damage 
to her husband. Martha found herself isolated in a country 
whose language she did not speak. She was also without 
funds since the army, through a bureaucratic error, stopped 
all allowance payments to her. She was forced to rely on 
family and friends to get through a very difficult period. 
When the family finally returned to the United States, sev­
eral years were spent commuting to army hospitals in the 
treatment and rehabilitation of her husband. As the once 
bright and articulate man had to learn to accept his mental 
and physical limitations, Martha found his attitude toward 
her changing. She says that "The very things about me which 
he had liked the most became the things which he hated the 
most." Eventually a divorce became necessary and she entered 
a .practical nursing program so that she could support herself 
and her child. 
Martha is capable of investing a great deal of energy 
in work which she finds interesting. She is spirited and 
independent and does not easily sacrifice that which is impor­
tant to her. She recently took a trip to New York City 
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because she says she had "promised herself such a trip" and 
"I loved it so much, I have every intention of going back." 
Martha is capable of play as well as work and is a witty 
and fun-loving person. She once indicated that the first 
year of the associate degree nursing program was very 
"trying" for her because much of the material covered was 
something she had previously learned in the L.P.N, school 
or in the hospital. She finds repetition and routines dif­
ficult to tolerate and in the interview points to the rou­
tines of the hospital that cause her to be uncomfortable 
because "I need a lot of stimulation and challenge. . . . 
I'm bored easily." I believe Martha's hatred of repetition 
and routine comes from a keen intellect and an awareness of 
her own needs. She is interested in growth and satisfying a 
deep curiosity about things in the world. She brings her 
experiences and her need for continued growth and stimula­
tion to nursing and interprets it from her own unique vantage 
point. 
Martha says of nursing, "I have ambivalent feelings 
about it. I love what I am doing right now. I am gaining 
more confidence and I can see other people's trust in me 
grow. But there are things on the periphery of nursing 
that I don't like. I don't think I want to be in the same 
place ten years from now. And if I had a daughter who was 18 
and considering nursing as a career, I would try to talk her 
out of it. I'd tell her if she was interested in medicine 
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to go to medical school." The ambivalence which Martha 
expresses is representative of the way in which she approaches 
the task of developing a view of the role of the R.N. 
Interview. Martha said that she thinks she is not 
"there" yet in learning to become an R.N. "It's still devel­
oping, the ideal of what I want to be—I'm not there yet. 
I'm still feeling my way and there are a lot of things that 
I want that I'm not yet, that I want to be, but I'm not 
there yet. What I wanted and what I am are different. I 
just haven't got there yet. I recognize that I need a lot 
of stimulation, challenge, just in my own personal need. 
What I need to do is get more comfortable with the routine, 
the everyday things. I'm not now, I'm bored and I see that. 
I need to accept things easier without immediately fighting 
back or getting on the defensive. I see so many times that 
there are things that are wrong, that there is nothing to do. 
Nothing I can do. I need to be more accepting of that than 
giving myself an ulcer over it." Martha says that she gets 
angry sometimes. "I feel myself getting angry and that's 
not going to help. I have to say 'well, that's the way it 
is. I might as well accept it.'" Martha felt this anger 
because she often has a hard time not pointing out problems 
and she says "it seems people get tired of hearing that, 
they don't want to hear it." I asked how she got this 
message and she said, "I guess I can kind of read it, well, 
one thing is that nothing is ever done. And I can see it in 
the feelings of the people. It's like 'here she goes again.' 
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I have learned to hold back until it's something big. If 
you fight for everything then they don't listen, you have to 
wait until it's something major, then throw a fit." Martha, 
in becoming a new R.N., is being told here that the role of 
the new nurse (rookie) is not to criticize or point out 
flaws in the system. She said at one point, "When I see 
something new and I want to bring it up, they'll just say, 
I just feel I'm making waves and should just keep my mouth 
shut. I feel like maybe it's just my boredom, just because 
I'm looking for anything, change for the sake of change. I 
feel, well, maybe that's the reason." But Martha has her 
own idea of what a nurse should be, and even though she tries 
to accommodate what she believes are the messages given 
in the hospital, she says she believes that many of the nurses 
follow routines because "I think it's security in a big way. 
Some people don't like anything new. I feel like they get 
into the routines and they're scared to accept, to try out. 
I don't know what they think will happen, but they're afraid 
they'll have to change. You can tell when you meet people, 
who will accept change , which ones are going to be enthusias­
tic about new things , which ones aren't. I'm prejudiced, 
I want new things. I think that's the best kind of nurses." 
Martha indicated here that she looks to nurses who want 
change as models to emulate. It is an unstated but apparent 
criterion by which she judges the elements she finds most 
desirable. 
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Her feeling of being a rookie and, therefore, one who 
should not criticize came when she said, "There is a lot 
of responsibility we take on: we have no business. We (the 
nurses on her unit) talk about it and it's easy to say, 
well, just tell somebody. But there is no back-up." But 
when Martha says that she has learned to hold back "until 
it's something big," she indicated that one of the things 
she has learned in her role as rookie is that she must be 
very careful to save criticism for the things which are 
"major" and then to throw what she calls "a major fit" as 
a way of demanding attention. 
In the interview, I asked Martha if our roles as women 
influence the way that nursing is interpreted, and she said, 
"I think so. A lot of people see nursing as what mother did. 
It's a mothering type thing. Mother is a sacrificing kind 
of person. I don't think people want to know about nurses. 
I find people amazed at the things you have to know in 
-nursing. They don't have any idea. They think it's—you 
know! My own mother—she said, 'I didn't know you had to 
know all that.'" Martha said she doesn't know what is being 
taught in medical schools, "But it does seem to me that the 
younger ones (doctors) have more idea and are more willing 
to listen to you. I feel that. I see that. I don't know 
whether they feel intimidated and you help them along, or 
what. The younger doctors we're seeing respect your know­
ledge, are willing to listen to you and what you're saying. 
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Of course there are some that don't listen to anything. I 
think nursing is partly to blame for that. Over the years, 
the games doctors and nurses have played. You never came 
out and said, 'I think your patient needs and 
.. - 1 You hinted around, you know. And I think 
younger nurses aren't as willing to play the game. And 
that's very hard for the physicians. Especially the older 
physicians. There are just certain physicians, you know, 
if you suggested it on 'days', they are not going to write 
an order for you. They'll wait and come in on the 3-11 shift 
and write the order so it won't look like your suggestion. 
So you try to anticipate so that the patient's problem won't 
be worse than it should be." When I asked Martha if that 
sort of happening gave her a message, she said, "It gives me 
the message they are very insecure, it gives you the message 
physicians are very protective of their domain. They are 
really afraid." I asked how this made Martha feel about 
herself and she replied: "Sometimes I feel a little superior, 
a little above them, they are just childish, but many times 
it also makes me feel very frustrated for the patient, 
because they are the ones who eventually suffer. They end 
up suffering. Of course I end up suffering from my -frustra­
tions. It is very irritating." 
When I asked Martha why nurses don't do something about 
this, she said, "One thing is that it's very unorganized. 
Each individual as one feels powerless. It's not until you 
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pull together. The hospital is one of the worst reasons for 
the way it is. I think it started back when student nurses 
were used way back when and lived in the hospital and worked. 
It's just continued on. I think hospitals are one of the 
major reasons why nurses feel powerless, and I think the 
hospital likes it that way. And they are not really inter­
ested in changing it. They are not interested because they 
want it that way. You do feel a little isolated. You feel 
isolated when you've worked there for six years and yet no 
physician knows your name. No one in administration knows 
your name. People in administration are amazed and have no 
idea who you are. I hate feeling like, it makes me feel like 
there is something wrong with me when I'm very pleased that 
a physician says, 'Martha, would you . . .?' I feel like 
'what difference does it make?' But you do feel that way. 
That someone knows your name and knows you're there. Trusts 
you. You're just a voice on the telephone. Sometimes crit­
icism is too general. I want to know 'Am I doing it?' Don't 
call me 'the night shift.' I don't know whether they are 
talking to me or not. You rarely get individual recognition. 
I think men get that more than women do. In most fields, 
men get some kind of recognition; if you do a job well, or 
poorly, it's pointed out to you faster. Men just expect 
that. Women don't get it as often. In a way I feel weak 
because that's important. I shouldn't need that. If I know 
I'm doing a good enough job, I shouldn't need that." I asked 
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Martha if it was because other people were important to her 
that she felt this way and she said, "Yes, their opinions 
are important to me. Not overly important. Not a need; 
something I like. It would make me feel, well, it's more 
pleasurable." Although Martha indicates that she believes 
her own feeling of depersonalization may be a personal "weak­
ness" she also can see that other nurses in the hospital have 
the same problem. She describes her own feeling as "You feel 
faceless at the hospital. I don't get any sense that she 
(the nurse) is a person. You're just somebody as long as you 
show up every night and don't cause any problems. It's the 
major thing. I feel that way now." It was most interesting 
here that when Martha referred to herself she used the third 
person, she, as if she were referring to someone or more 
likely something, perhaps an object. But Martha also says, 
"I doubt the power of nursing in the hospital. I feel that 
way because we're low man on the totem pole. I'm not sure 
that the director of nursing is not faceless too ... people 
don't recognize it because they don't want to see it. You 
can see people are frustrated in nursing. But can't tell 
you exactly what it is. There is something there and then 
when somebody steps out and makes waves, they find out what 
it is. I think that's why nurses don't stay in nursing. 
Especially hospital nursing." I asked Martha if women didn't 
go into nursing because they care for people and she respon­
ded, "I don't think they've lost it. It gets buried under 
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the frustrations. They aren't going to put up with it for­
ever and maintain a sense of their own self. ... I can't 
think of any other profession, other than teaching, that 
puts up with as much. It's because it's female. You are 
powerless. You're not considered very important, somebody 
to listen to.11 
There is a lot of ambivalence in Martha's statement 
about her becoming a nurse. Her deep feelings are those of 
"fighting back" and when she says she is on the defensive, 
I believe that this statement goes beyond the normal defini­
tion of "defensive." Martha may be talking more about 
defending her sense of self than she is telling about 
defending a particular belief or position. She finds the 
routines boring and antithetical to the person she wants to 
be, a person who does not become too secure in the routines, 
one who wants change. But her fight against routines is 
costly. When she says that she needs to get "more comfort­
able," "not give herself an ulcer," she seems to be saying 
that negotiating the role she wants is so costly that it may 
be too high, and she may have to give in to what she believes 
are external pressures. She has given up some ground by 
waiting now until something is major in order to "pitch a 
major fit." She is saving her energy for the most important 
things. But when Martha says that she "pitches a major 
fit," her wording is such that it appears that there is 
something not quite right about pitching "a fit." The word 
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"fit" conjures up visions of someone who is out of control 
of their faculties, with ineffective tremors accompanied by 
frothing at the mouth, and an incontinence of the body 
orifices, something, in effect, which no person with any 
self-esteem would deliberately choose for themselves. It 
is as though Martha believes that she cannot become the nurse 
she wants to be if she gives in to the routines, the secur­
ity, the boredom, but if she fights she must give up self-
esteem in activities that are at best undesirable and, at 
worse, demeaning. 
Some explanation of this ambivalence comes from Martha 
when she says, "Women are more sensitive to what their 
friends say about them than men are . . . women would have 
our feelings hurt, try to make up, bend over backwards for 
making it up to a job. I see that: I see myself doing that 
as an R.N. and I try to stop doing it because I worked too 
hard. I deserve it. But I see myself trying to make up 
for it." When I asked if she thought she was apologizing 
for getting ahead, Martha said, "Yes, for stepping out of 
my place. I don't know why it's that way. It was instilled 
in you from the beginning, that if you stayed, had a nice 
home, weren't aggressive, that's all you had to do to be a 
woman." From this point of view, being a woman means not 
involving oneself in conflict, and by "pitching a fit," the 
woman becomes a deviant. When co-workers indicate through 
gestures and attitudes "here she goes again," it is clear 
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that this is not the behavior expected or desired. It is 
unwomanly to "pitch a fit." There is a loss of control of 
one's own gender identity. 
Martha is not just willing to pick and choose those 
things which she finds most desirable in others. She wants 
to effect change. From one level of the understanding of 
he,r own needs, she recognizes that change must take place. 
The present status of the hospital and the nurses in it is 
recognized as a threat and, by falling into the routines, 
the boredom, and the security, Martha will become faceless, 
a non-person. "You're not considered very important, some­
body to listen to." She feels, or has been made to feel, 
that wanting to be known by her name is a sign of personal 
weakness. But it continues to be important, in spite of the 
fact that resentment of her own depersonalization is inter­
preted as an individual personality defect. 
Ambivalence about her own "facelessness" is apparent, 
however. Martha states that she is not alone in this problem, 
that even the director of nurses suffers with the same prob­
lem. And in this Martha recognizes the common threat which 
weaves through the facelessness nurses find in the hospital 
setting. All are women. 
Martha acknowledges that being a rookie (or beginning 
nurse) means that she is not the nurse she wants to become 
yet. But she sees about her evidence that she will never be 
able to achieve that goal unless change takes place. She 
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says, "Most of the nurses I know who have been working for 
10 years are doing it because they need that job for the 
income. I seldom hear anybody say, 'I'm in nursing because 
I love nursing.' After they've been in it for 10 years, 
you don't hear that." Martha feels that nurses who have 
been at the hospital for as long as 10 years are not the 
nurses they wanted to be because they don't indicate any 
love for nursing. They have not made it what they would 
like it to be. And Martha knows that if she remains face­
less, becomes secure in the routines, stays true to her 
gender, she will not be able to change it. 
Gender identity may also be involved in the differences 
Martha finds between the attitudes of older and younger 
doctors towards nurses. Contrasts may emerge from differ­
ent educational systems, but there is also a similarity in 
the newer doctors' behavior and the masculine child's attach­
ment and dependence on the female caretaker. Young doctors 
are initially dependent on the nurses for "learning the 
ropes," for the nurturance needed in a new and threatening 
world. But full identity comes about when the mother is 
rejected. Is there a need not to listen to the nurse because 
she, like the mother, must be relegated to a less signifi­
cant status in order for the physician to become a fully 
acceptable masculine figure? Whatever the reason, older 
doctors communicate to nurses in not-so-subtle ways that the 
nurse is not important by failing to listen to her and by 
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withholding power, i.e., not giving the patient what is 
needed. The nurse is made aware repeatedly that she is in a 
supplicant's role. There is also the possibility that young 
doctors are also in a "rookie" role and that their socializa 
tion is unwittingly carried on by the nurses who "help them 
learn the ropes," as well as by the older physicians who 
convey through their behavior the expectations of a full-
fledged authority. To admit dependence on the nurse is akin 
to returning to the infantile stage of dependency and the 
nurses contribute to the socialization by completing the 
doctors1 education and by acting out their roles with older 
physicians. 
Martha, I believe, is perceptive in understanding that 
she looks for affirmation in her role as nurse. And she 
also seems to recognize that her own earlier socialization 
in the female role is creating an obstruction to achieving 
the changes that are necessary to achieve affirmation. She 
feels that she cannot look to other nurses for help in this 
struggle. At one point she says, "I don't think women are 
willing to sacrifice. They're concerned with getting home, 
fixing dinner. But women in other fields have families. A 
lot of women went into nursing because they didn't see a 
choice." And "Men know better how to present themselves to 
get what they want. Occasionally you meet a woman who knows 
that, but men, especially ones I know, know exactly what 
they wanted and how to get there. Men stick together more." 
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Part of the problem, according to Martha, is that women 
often sabotage other women for "getting ahead." "A woman 
well a man was promoted and there was no resentment, but if 
a woman had come into that situation, a lot of women would 
have been resentful. . . . When a woman moves out into that, 
it's threatening to your image of yourself. Most women don't 
want to say I could do that because then they'd have to 
change a lot of the other things in themselves. Get another 
picture of themselves. It threatens the image women have 
of themselves when they see others moving up." 
Martha's insights suggest that women are often reluc­
tant to accept positions of power because of their early 
socialization. Women give up power in return for being pro­
tected, and female "cattiness" is a reminder that other women 
should reinforce rather than make suspect the traditional 
roles for women. But Martha has discovered through her 
own experiences that the promise of protection is one that 
cannot be made. It is beyond the capacity of fragile human­
ity. 
Martha knows she has some capacity for power. She says 
of herself, "I'm pretty good at politicking. I keep adding 
things until I can get the group to do something." In one 
case she "raised cane, griped, and fussed" until a change, was 
made. "Some things won't go. But you know I'm aware." On 
one level Martha believes she is powerless, but on another, 
she knows she is not. She recognizes that she is capable of 
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instituting change, but there are restraints which she cannot 
identify or deal with. 
Delois 
Delois is 47 and graduated from the associate degree 
nursing program nearly three years ago. She is the mother 
of three sons. Her husband died of a coronary attack three 
months ago. Delois started working at the hospital as a 
nurse's aide several years ago. She attended a Licensed 
Practical Nursing course while she was an aide and at the 
same time operated a tax-return business in her home. When 
Delois entered the associate degree nursing program, she was 
employed on a surgical nursing unit on the night shift and 
she continued working in this position either full- or part-
time while she attended school. 
Delois grew up in a small rural area dominated by a 
furniture plant. She is the youngest of six children, three 
of whom died in infancy. Delois' father worked in the furni­
ture plant for several years while her mother remained at 
home, caring for home and family. She says that she always 
"looked up to her father" and she believes that her feelings 
about her father have influenced the way that she treated 
her husband and sons. 
When Delois was about 11 years old, her father left 
home to seek work in a coal mine. At about the same time 
her older two brothers went into the army. She says of this 
period that it made a real difference in her life because 
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work normally done by her father and two brothers was now 
left for her and her mother. She recalls learning to chop 
and carry wood and laughingly states, "I really learned what 
work is." Delois1 father was unable to return home to work 
even though he eventually stopped working in the coal mines. 
Delois says, "He worked for saw mills and could only come 
home on weekends so my mother and I had to do most every­
thing for ourselves." 
Delois is a warm, witty, and generous person whose life 
centers around her family. She often spends time helping 
care for a grandchild when she is not working and much of 
her love and energy is directed toward helping her children. 
There is a constant occupation with activities, usually not 
for herself, and she is, in a very traditional sense, a 
"mothering" kind of woman. 
She says that she tries to keep everything at the 
hospital running smoothly and to keep peace because "I've 
got to stay there, it's the best place for me, the best place 
I could work." The hospital is the only one close to Delois1 
family and home and she is correct in her estimation. She 
says of her job and of nursing, "I'm really happy where I 
am" and she searches for the positive aspects of her job and 
the people with whom she works. She is inclined to accept 
people at face value and reflects back to those with whom 
she interacts an image that selects out the strengths and 
best qualities of each individual. 
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Delois recounts how, when she was in the associate 
degree nursing program, she experienced difficulty in the 
nursing course on mental health and illness. Her willing­
ness to accept things at face value proved a handicap in 
analyzing events from subtle clues in interaction. It was 
in some ways as though Delois was in a country whose lan­
guage she did not understand. 
Interview. Delois says that she had already been at 
the hospital so long as an L.P.N, that she really "almost 
had the role of what an R.N. was down pat. I think I might 
have been a little disappointed because I thought everybody 
was supposed to say 'well, she's an R.N., I'm supposed to do 
what she wants,' but the mistake I made was in going back to 
the same department where I had worked as an L.P.N. I didn't 
seem to have as much influence over, in doing the things I 
really wanted to do. I found that made me a little less of 
a leader." 
I asked Delois if she believed that anyone or anything 
had helped her decide what an R.N. should be or whether 
she had figured out for herself the role of the nurse, 
and she responded, "That goes back a long way. I've talked 
to other people about this and the different role-models that 
they want to be like and mine goes back a long way. A long 
time ago when I was in L.P.N, school, I was working part-
time at the hospital and I used to say, 'Oh, I wish I knew 
everything that did. I wish I could be like her 
and I talked to several nurses about that and everybody has 
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a role-model. I remember one time I was working and I had 
to get this little fellow ready for surgery and I couldn't 
get his blood pressure and came by and helped get 
his blood pressure and everything ready for surgery, and later 
I found out I didn't have to have his blood pressure and I'm 
sure must have known that but probably had 
enough faith in me that she thought I knew I was supposed 
to do it." Delois says, "There are other people that I'd 
really like to know as much as they do and then there are 
people, different R.N.s that I've worked with, that I'll do 
anything different. And I've tried to strike a happy medium. 
So far, I really haven't had any comeback on things I've 
done. I've never heard anybody say 'I don't like to work 
with you' and I think they would have. Some of the L.P.N.s 
working with me thought they were only supposed to give med­
icines (rather than give physical care to patients) and I 
got real upset numerous times because they wouldn't do any­
thing but give medicines. And sometimes on the third (night 
shift) there may only be six medicines to give." 
Delois admires her present nursing coordinator (head nurse) 
and says that she influences the kind of R.N. Delois wants to 
be. "She makes you want to keep on learning. I've worked 
harder since I've been there than in the whole R.N. program." 
I asked if Delois believes the "person above you" has influ­
ence over the way she interpreted her role and she said, "I 
definitely do. You have to be motivated to do a lot of 
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things. When I've gone out of there (the hospital) all 
upset, you get stale. You get to where you don't even care. 
You get to where you end up not doing anything because you 
say 'who cares if I do something.' I think it's true with a 
lot of them." 
One of the reasons Delois believes that she looks to 
the person "above you" in the hospital is because of the 
isolation she experienced working on a nursing unit at night 
in the hospital. "You very seldom have nurses on your own 
level on the floor. I was on a floor for two years, and for 
eight hours I never left the floor. I didn't feel that I 
could leave. The staff was such that I couldn't leave the 
floor. I could talk to other nurses but they seemed to have 
the same problems I did. Some of them did not because they 
would leave their unit. Somebody might come down from 
another unit and talk but that happened very rarely. If you 
had a problem, you either figured it out on your own, or 
after they (the hospital) started having night supervisors 
again, that really helped me, because at least twice a night 
I would have someone I could talk to, and they would be on 
call. Then, too, they had ones you really didn't talk to 
because they didn't give you much feedback on anything. So 
you didn't care to seek them out. was really good, 
a good teacher. Some didn't have a lot you could draw on." 
I asked if Delois believed that being a woman influences 
the way that she looks at nursing, and she said, "Well, I've 
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always thought, well, a man-nurse to me didn't, well I know 
that they are smart and everything, but they just didn't, 
ones that I have worked with, they are good, I'm not saying 
they are not, I don't know, they just don't seem as inter­
ested in what's going on as far as the patients are con­
cerned, and I'm old-fashioned enough to think that women, 
especially the older women, should have a woman nurse to take 
care of her." But Delois remembers a male nurse. "Now 
was excellent with all patients. Some of the older patients, 
to them they were either doctors, or orderlies. They didn't 
really look on them as being a nurse. But those I have 
worked with have been really good. We have one L.P.N, that 
is a man, he's gone back to school and he is excellent." 
Delois said that some of the doctors, "the really old 
ones, from the old school, they tend to think that nurses 
don't know what they are talking about. Most of the ones 
that we have coming in now, especially the newer ones, value 
your opinion and discuss it with you just like you're an 
equal with them. Some, they just will not give up their 
role that 'they're the doctor, you're the nurse.' And you 
just do exactly as they say. They don't value your opinion. 
Now, it's really remarkable how the ones that come in now 
really value your opinion. We've been having a seminar where 
different doctors come in and talk, and on one occasion 
Dr. that was doing the seminar on diabetes, it got 
back to us that he told somebody that 'I'm really having to 
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work and study on this because those girls are no fools and 
I don't want them to ask me a question I can't answer.' And 
it was at our level. Everyone understood and numerous people 
said that was the best one we've had." Delois said that 
some of the seminars were "over their heads" and gave the 
example of a neurosurgeon who went into infinite detail in 
his own specialty area on the anatomy of the microcirculation 
of the brain. "Things which I barely remember from anatomy 
and really will never care about. If a particular patient 
has that problem, then I will look it up and know exactly 
where it is. But you don't remember things like that." 
Delois, who now works in an intensive care unit, finds 
doctors' attitudes towards nurses on the general nursing 
care units to be different from the attitudes expressed in 
the more specialized and highly technical care units. "It 
is so much different in the upstairs, in the nurse and doc­
tor role upstairs, downstairs. - Even though I say that they 
don't really listen to you, even though they pretend not to 
hear you, they are listening. Usually, if they really value 
your opinion, say if you suggest something that should be 
done, they won't do it that instant. But they'll come back, 
or order it later, or sometimes they have it in mind and if 
you mention it they pretend 'oh, that's not the thing 
to do. ' I know Dr. , you mention something to him 
and he will not order it at that particular time. But within 
two hours, he's been known to come back and do it after he's 
thought about it for awhile." I asked why that happens and 
Delois said, "Well, he's just had time to think about it and 
he doesn't like for you to put ideas in his head." Asked if 
we, as nurses, put ideas in doctors' heads, Delois said, 
"I think they do a lot. A lot of times you have to let them 
think it's their idea. And that has been so for a long 
time. But after all, you're with the patient eight hours. 
They are with the patient ten minutes, luckily. Most of them 
do value your opinion because they know you see what is 
going on. When you make a telephone call to them, nine out 
of ten will respect what you say. Some of them will say, 
'I don't know what else to do. What do you suggest?' I'd 
say 50% of them will say that. The other half will say, 
'Do this and call me back.' But it's completely different 
upstairs (on the nursing unit). I have really been called 
everything when I've called a doctor. They really think the 
girls on the floor, the nurses on the floor, they don't value 
their opinion that much. It's just completely different. 
They finally get to where,after they've been here awhile, 
they know who they can trust, whether you call them over a 
trifle. And you do it three or four times; they know. You 
establish a trust there. Don't ever call a doctor at night 
for someone who wants a sleeping pill. Stay with the patient, 
hold their hand,or whatever, but don't ever wake that doctor 
up." 
One of the things that bothers Delois about the hospital 
is that she sees things which need to be done, but because 
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of time pressures and other factors don't get done: "I got 
very angry a lot of times because the patients weren't 
getting the things they should have. And I talked a lot 
about that. And finally, at night, we had cassettes and 
things that we could use to teach and they (the patients) 
really appreciated it. . . . One of the things the hospital 
is lacking in is sex education following an M.I. (a myocardial 
infarction or coronary) and the last person they had to teach 
sex education was before she left. The doctors 
won't tell the patients what they need to know. There are 
people who won't talk to them about sex education. You see 
the same patient coming in time after time and eventually 
D.O.A. (dead on arrival). And we've talked about the fact 
that one of the things they need is education. But it still 
hasn't gotten done. You need someone that is qualified and 
has the time to educate. It's not like the diabetic where 
you can play a tape and show him pictures. A coronary, you 
really need to sit down with them and talk.11 When I asked 
why the nurses didn't do this, Delois said, "They really 
can't. They don't have the time. They need somebody who 
really has the time to go sit down and talk with them. They 
need a qualified person and the hospital doesn't have that, 
they just don't see it in their budget to hire somebody." 
I asked Delois what takes up nurses' time. "Well, a 
lot of what takes up the R.N.'s time on the floor on days is 
mostly making rounds with the doctors, maybe I.V.s, taking 
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orders off, and so much paper work that has to be done. On 
every shift you have to write on the chart. And you only 
have one R.N. and she is supposed to sign and O.Ko every­
body's nurse's notes. And that's been going for a couple 
of months. And some of them would have the time, but they 
aren't qualified. Sex is something they don't talk about." 
Part of the problem with nurses' failure to deal with 
sex education is that they "feel comfortable talking about 
other things." But nurses leave out other things which they 
feel are important, too. Delois said, "They are geared to 
having things run as smoothly as possible. And if anything 
comes up to interrupt their smooth schedule, a lot of them 
would just rather not talk about it. Try to stir something 
up. Things have to run smooth and they just forget about 
it. In that hospital I've worked as an aide, as an L.P.N., 
and then almost three years as an R.N. and during that time 
I'd say that there's never been over a dozen times that an 
issue has come up that people have really done something 
about." Delois said "I think it's because some of them have 
tried and not succeeded and just give up, it's just not worth 
the effort and you try and don't get anything done, it's 
just not worth the effort. The ones who are frustrated, 
they're not there any more. We've had so many good nurses 
leave. It has to be a reason . . . that they leave. We've 
had people go other places, and they are happy . . . it's 
because the things they wanted to get done, they couldn't. 
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And the ones who are still there, they've got nowhere else 
to go." 
Delois is influenced not only by her present situation 
but by her past experiences in determining what the role of 
the R.N. should be. She expects to influence her co-workers 
and some of her expectation is based on the way that she 
interpreted other R.N.s' influence when she worked as a 
nurse's aide and as a licensed practical nurse. Because 
the roles of the aide and the practical nurse in the hos­
pital are both powerless and at the lower end of the hospital 
hierarchy, Delois hoped that becoming a registered nurse 
would allow her to exert some influence over the way that 
patient care is given. She said of this period, "I felt 
their opinions about me made me doubt myself. I had seen 
the way other R.N.s functioned and they (the staff) wouldn't 
do the things for me they would for others. I didn't try to 
be aggressive or anything. It was just getting the work done 
that had to be done. I found out I was out there doing most 
of it (the work) myself." 
Delois has looked up to other R.N.s and it is difficult 
for her to comprehend why her staff does not respond in the 
same fashion. She recalled the nurse who helped her get the 
child's blood pressure and assumes that there will be some 
of the same cooperative effort exhibited by the nursing 
staff working with her. But the L.P.N, who usually gives 
medications feels that she should not do anything beyond her 
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assigned task even if it includes giving "only six medica­
tions" on her shift. Delois finds that she is doing much of 
the work on the nursing unit and finds that the unexpected 
response makes her doubt herself and her "leadership". 
Even though she has worked in the capacity of an L.P.N., she 
is unable to understand the motives for the unwillingness to 
take on additional tasks and finds that her own sense of 
responsibility causes her to be doing much of the work. 
There is a questioning of her own ability to lead rather 
than a recognition of the arrangements in the hospital which 
causes the L.P.N, to assert herself and struggle for a 
degree of control in a relatively powerless situation. 
One of the things that Delois finds important to her 
role is the recognition that comes from someone else. She 
feels good about her present nursing coordinator because of 
the recognition the coordinator provides and she finds that 
she is willing to work much harder because someone "cares 
if I do something." Because her nursing coordinator has a 
greater degree of authority (and power), Delois finds affir­
mation in the coordinator's evaluations. 
There is another reason for Delois1 admiration of her 
nursing coordinator. Delois indicates that when you become 
an R.N. "you think I'm going to get in there and get things 
done. I'm going to make things happen. And it doesn't 
really work like that. ... It's because of the ones above 
you and whether they believe in what you're doing. You really 
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have to have someone above you. You can't do it as one; 
you've got to be a group." In her present situation Delois 
finds that the nurses "just don't see eye to eye. There is 
not enough of them to see eye to eye to go as a group to get 
anything done. ... In my unit they are like one little 
'clique'. It's probably because of the coordinator. She 
makes them that way. What they want to do and if she 
(the coordinator) believes in it. It just seems that most 
of us, though, don't have that much in common to get together 
and do something." 
The nurses do not recognize their commonalities but 
rather their differences, and the only way that they can be 
'•welded into an effective "clique" is by having the support 
and backing of the nursing coordinator. This sense of iso­
lation which the nurses feel is especially keen for Delois 
when she is working on a nursing unit at night as a begin­
ning R.N. Since many beginning nurses are forced to accept 
the less desirable evening and night duty shifts, it is a 
common occurrence for the beginning nurse to find herself 
separated from colleagues. Delois has a rare visit from 
other R.N.s but she feels she cannot leave her unit and she 
is grateful when the nursing supervisor visits her floor 
twice a night. As a result she becomes accustomed to look­
ing to someone with more authority to help her solve nursing 
problems. Since many of the other nurses on her shift are 
also inexperienced, they tend to have the same problems as 
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Delois and are not seen as helpful. After nearly three 
years, although there is among her colleagues a shared con­
cern for resolving nursing problems and a variety of exper­
iences from which to draw, Delois continues to draw her major 
support from the nursing coordinator because "we don't see 
that there is maybe one problem that everyone would be 
interested enough in to get together to work on." 
There is a problem, however, with relying on "those 
above you" for the resolution of nursing problems. Delois 
has found that some nursing supervisors or coordinators 
weren't helpful because they "didn't give you much feedback 
. . . some didn't have a lot you could draw on." The depen­
dence on the authority of the supervisor then is risky, and 
Delois has discovered there are times when she cannot count 
on the positional authority for help. But she is unable to 
detect other sources in her environment which would help her 
solve nursing problems and at the same time make her feel 
that "someone cares." 
Delois does not incorporate all the characteristics 
she sees in other nurses into her own concept of what the 
nurse should be. Some nurses demonstrate traits that she 
finds unacceptable and she is selective in not emulating 
these nurses. Delois is favorably impressed with nurses 
who appear knowledgeable and she said, "I'd really like to 
know as much as they do." She also said that sometime in 
the future she would like to return to school "mainly because 
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it would make me feel better about myself ... it gives 
more insight." Right now Delois is seemingly unaware of her 
own significant strength and knowledge despite the fact 
that the physician admits that "those girls are no fools." 
Although she is traditional in her views of the place 
of men in nursing, Delois is generous in estimating the 
contributions of the male nurses with whom she has worked. 
She also appreciates the failure by younger or "newer" phy­
sicians to categorize her in a particular way. She is 
delighted that "the newer ones value your opinion and discuss 
it with you just like you're an equal." 
Categories, and more significantly, specialization in 
the hospital, determine the responses accorded to nurses in 
various settings. In the highly technical area of the inten­
sive care unit, nurses are treated with courtesy and their 
expertise is acknowledged. On the nursing unit, however, 
Delois, who is the same nurse who receives respect in the 
I.C.U. said, "I have really been called everything." Delois 
recognizes the difference but is unable to account for 
it. She suggested that part of the reason has to do with 
trust and not calling the physician for insignificant mat­
ters. On the general nursing unit she believes that it is 
necessary to learn the physician's idiosyncracies in order 
to gain trust and not to be "called everything." The irra­
tionality is adjusted for by Delois who "holds the patient's 
hand and sits with him." But the unreasonableness of a 
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response determined not by what kind of nurse she is, but 
rather by the degree of technicality of her practice is more 
resistant to analysis or adjustment. It resists analysis in 
the same fashion that Delois1 belief that male nurses should 
not care for older women resists analysis. Because it goes 
beyond simple cause-effect relationships it often remains 
unquestioned. 
The physicians' attitude remains a puzzle in their unwill­
ingness to listen to nurses. Dr. must come back 
later to write the requested order and the nurses must learn 
how to "put ideas in the doctors' heads" so that they do not 
overstep their submissive positions. Delois recognizes that 
the neurosurgeon's seminar is not appropriate for her own 
learning needs but tends to believe that the failure is at 
least partially her own inability to remember earlier anatomy 
lessons. But she knows that she has been capable of learn­
ing what is needed when patients have specific disorders. 
The need to be a "good" nurse and the need for earning respect 
in her own working relationships prompts Delois to consider 
seeking more formal education. She sees education as a way 
to "feel better about myself, to gain more insight." 
Delois values knowledge and part of her value is 
expressed in her concern for the lack of knowledge that 
prevents patients from achieving full rehabilitation. She 
recognizes a particular need for sex education in the coronary 
patient and connects the lack to the failure of survival of 
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many of the coronary victims. Although she can help the 
diabetic patients by using cassettes and teaching aids, 
Delois looks to "someone who is qualified and to someone who 
has the time" for teaching the coronary patient. The imper­
ative of the need is offset by Delois' perceived inability to 
resolve this nursing problem and she looks to "someone above 
her," as she has learned to do in other nursing situations, 
for an answer to a very real nursing problem. 
The pressure of time is interpreted as another handi­
cap in the resolution of nursing problems. Delois feels 
ambivalent about the use of time because she believes that 
nurses often choose the course of action that will maintain 
a smooth operation of the nursing units. Delois said, "It 
helped me a lot to have a guideline to go by to be able to 
get done the things that needed to be done. It was really 
great so that I didn't leave anything out in the intensive 
care unit in the first couple of months I was there." Delois 
said she has done some restructuring since then and finds 
more time now to do things she wants to do. She said, "You 
can find time to do things you want to do." But a good deal 
of paperwork must be done and nurses' notes must be signed. 
Delois said, "We're having a lot more paperwork to do now 
because they have laid off the secretaries and pulled some 
from days to night, and rotated them so that they are not 
familiar with the routine. 'We have to do it to make sure it 
gets done." But in another instance Delois said of the 
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paperwork, "I hardly ever do it. I do patient care and 
assign it to someone else." 
Delois said that if I had talked with her seven months 
ago that she would have had more to say about the hospital. 
"There was so much on my mind, I was so upset; and now I 
feel better since I've transferred to the intensive care 
unit." Time was one of the major problems. "I couldn't 
talk with the patients or have any relationships with the 
patients. If you talked with one, there are ten more down 
the hall that need you. And that bothered me a great deal. 
There were things you had to do. People that had surgery 
that had to be cared for, while this little old lady up the 
hall needs you desperately. Needed somebody to talk to, 
really sad and depressed. You had to walk out and leave them 
talking. That bothered me so much. Now we only have eight 
patients and you can always find time to at least spread 
yourself to talk to that many." 
To resolve the problem that she experienced, Delois 
requested a transfer to the intensive care unit. She said 
that, if she had stayed on in the situation, there would have 
been nothing she could have done about it "unless we had more 
help and I think that is impossible. I don't think they will 
have more than three people working on that unit and I think 
that is really sad." When Delois leaves the nursing unit, 
another nurse is found to replace her who must face the same 
problems which Delois could not resolve. She will be isolated 
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from other nurses. She will feel the pressures of the patients' 
needs and her inability to meet all of those needs. She must 
adjust to the irrationality of working around patients' prob­
lems which have occurred as the result of the physician's over­
sight and his unwillingness to attend to them when the need 
arises. And she must finally adjust to being "called every­
thing. " The constant attempt to maintain a smooth routine and 
the implied promise "that those above her" will help address 
the problems of nursing are at least partially accountable 
for Delois1 inability to resolve her earlier problems by any­
thing less than flight. 
An additional factor is the belief that her own choices 
are limited. Attachment to family and the community led 
Delois to accept the unacceptable. She said that she tries 
to "look on the bright side." She tries to keep things run­
ning smoothly and tries to keep everybody happy. "Some," she 
said, "will fuss about anything." But in another moment 
Delois said, "Those that are still there, they've got no 
place else to go." 
Debbie 
Debbie is 20 years old and graduated four months ago 
from the associate degree nursing program. She entered the 
two-year nursing program in the fall following her graduation 
from high school. At present, nursing holds many unknowns 
for Debbie. She does know that she likes the response of 
people who are surprised to discover that despite her youth­
ful appearance, she is a registered nurse. 
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Nursing was not a lifelong ambition for Debbie. She 
said that she really liked mathematics in high school and 
was good in the subject. One of her teachers tried to per­
suade Debbie to consider engineering because of her "math" 
ability. She was unable to explain why she did not. And in 
deciding what to do following high school, Debbie chose 
nursing. Her mother, whom Debbie resembles and looks up to, 
is a nurse and they both now work in the same nursing unit in 
the hospital. 
Debbie is the older of two children in her family. 
She recalled that her mother, who had been employed before 
having children, elected to stay at home while they were 
growing up. Her mother is a very warm and friendly person 
whom many of her colleagues describe as "feminine and sym-
pathetic," and Debbie is in many ways similar to her mother 
in both appearance and manner. Debbie's father is a sales 
engineer who runs his office from the family home. His need 
to remain reasonably close to the company he represented 
resulted in a suburban environment for Debbie. 
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Debbie confessed that she is concerned about what people 
think of her, and she believes that this concern is largely 
due to her youth. This concern was evident in the inter­
view when it was difficult for Debbie to talk about herself 
because she wanted, admittedly, to "put her best foot for­
ward." She had dressed more carefully than the other nurses 
who were interviewed and her words were more carefully chosen. 
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Her wish to make a good appearance was also apparent when, 
at a later meeting with Debbie, one of her friends mentioned 
that they might go out to "have a beer." Debbie did not 
indicate that she heard this remark but blushed furiously in 
my presence. Her mother's conclusion that "as you get older 
you become less concerned with what others think about you" 
seems valid to Debbie and she anticipates reaching what 
she sees as a more self-sufficient maturity. 
Debbie's concern for the ways that other people see her 
and interpret her actions has, on some occasions, presented 
problems for her. When she applied for admission to the 
associate degree nursing program,she was interviewed by its 
director, who told Debbie that she would be considered by 
the admissions committee as soon as her application was com­
pleted. Debbie said that she followed the director's instruc­
tions and mailed to the school all of the required admissions 
material. When she heard nothing from the school, Debbie 
accepted the continuing silence as an indication that her 
application had been rejected. She said that she was afraid 
to call or write the school for fear of what the director 
might think of her, even though she had been an "A" student 
in high school and could not understand why she had not been 
admitted to the associate degree program. 
Debbie's eventual admission to the program was a stroke 
of luck. Her mother, in a random encounter with one of the 
school's nursing instructors, mentioned Debbie's rejection. 
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The instructor urged Debbie's mother to contact the school, 
and a subsequent investigation which resulted revealed that 
Debbie's application materials had been misfiled. The 
nursing class had been filled without consideration of 
Debbie's application, but because of the special circum­
stances she was given a belated acceptance. She had, how­
ever, experienced considerable anxiety and bewilderment over 
her application and its apparent rejection. 
Debbie spent much of her childhood in Florida, and she 
and her family like the area so well that they continue to 
return for vacations whenever they can. Because of a change 
in her father's job, Debbie's family moved during her teenage 
years and she said that she was really afraid that when she 
moved away from Florida she would not like the new area and 
would make no new friends. She was especially anxious about 
changing schools, but contrary to her fears, found that she 
"really enjoyed" the new school and the friends she met there. 
Eventually, she said, she became very much attached to both 
the school and the people in it. Her anticipation of her 
future in nursing is viewed from this perspective. 
Debbie said that she isn't sure yet how she feels about 
nursing. She sees things that she "isn't too crazy" about 
in nursing, especially the long hours and the scarcity of 
nurses in the hospital. But she says that she is hopeful 
about nursing and she knows that she really hasn't had time 
to judge yet. She is willing to give it a "chance." 
127 
Interview. Debbie said that when she first went into 
the hospital as a beginning nurse she had to look for some­
one who could help her. "Well, some of the people I knew in 
nursing school, and some of the people up there (on the 
nursing unit) were more helpful than others," she said. 
"When you first start you kind of try to make friends, hang 
around anyone who will be halfway friendly to you. Some of 
my mother's friends were overly nice to me because I'm 
's daughter, but a lot of the staff nurses, well a 
lot of the L.P.N.s and aides—I learned a lot from them. 
The R.N.s, they didn't have as much time and I learned' a lot 
of procedures and stuff from the aides, the L.P.N.s. Some 
of them were more helpful. I don't think I had one certain 
person I looked up to. You pick good and bad points out of 
everyone." 
When asked whether she had made up her mind what an R.N. 
should be or whether she got some sort of message from some­
one about what she should be, Debbie indicated, "It was a 
mixture of both. You kind of get your idea. And then little 
things happen along the way. You kind of get the idea of 
it. ... I don't know. In school you have a certain ideal 
and then as you go along you get little points, you know, 
little ideas that you just kind of throw in between. It 
goes together and makes your own idea." Debbie said of being 
an R.N. , "I don't know if I've gotten it all yet. I think 
I'm still throwing in ideas." When asked if other people's 
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ideas would influence this process, Debbie said, "They do 
have an influence . . . personally, me they would. Other 
people they may not." When asked why she said that, Debbie 
replied, "Just my personality type. I really shouldn't, 
but things people think of you, expect? it affects me. I 
have to stop and think, what should I do, how should I act? 
I have a different attitude by how they treat you, what 
they expect out of you." In Debbie's view, physicians in 
the hospital have some bearing on how the nurse comes to see 
herself. "Each one has their own idea. Some are just so much 
more—well, some just don't want to hear from you and other 
ones, younger ones, are just glad to get the information—a 
few, a very minute few. A lot of them will ask, 'What do you 
think?'. . . They do have an influence, I always believe 
that it does. It's just the same old thing you know. Some 
men want to be over-domineering over a woman. Even though 
some won't admit it. There are some—there are always 
exceptions. . . . Some of them are 'ahem', a little flirty, 
some of them may even try a little this and that, they try 
to remind you." I asked if flirtation is a reminder that 
nurses are in a particular place and Debbie said, "Maybe they 
think they are going to throw you off guard, something. Some 
of them don't try to be domineering by it." 
Later, in the same context, Debbie indicated that other 
things in the hospital influence the beginning nurse. "It's 
just a reality shock sort of thing. Some nurses are so full 
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of what they are going to do. I think, it's kind of unrealis­
tic. I think they should be real energetic, but when they 
get into it, when they start, they think they are going to 
do all these things and when they try they just aren't able 
to. . . . Well, one example, , she was raring to go. 
She was looking through rose-colored glasses. When she 
got into the whole routine you just couldn't do everything. 
. . . If you already realistically know what's going to 
go on, you get into it, you sometimes can kind of put your 
own little things into it. It's a little dabble there. 
It's hard when you first start. You've got so much pressure 
on you right off. I wouldn't try any extra. I would wait 
a while until I got into the routine, got to where I was 
comfortable with everything and then just start doing little 
things. I think you would have to go at it slowly. Just 
add little things of your own slowly. Do a little bit at 
the time." Debbie said that she felt she would be more suc­
cessful by doing things a little at the time. "If you add 
all that stuff in at once, at least for me, I couldn't do it 
all. It would be overwhelming. I couldn't handle it all." 
When I asked Debbie how she handled things which came up, 
she said, "Some of them I just ignore. It may be something 
is easier. I don't come up with that many things. I don't 
come up with that many brilliant ideas. If they were impor­
tant enough, I'd try to tell someone about it." I asked 
Debbie why she thought she would have to be brilliant and 
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she couldn't think of a reason. "No, I guess I just don't 
stop and think 'now what do we need to change1 probably 
because I'm so busy. The time thing again." 
Time has had an impact on Debbie. She said that when 
she went to the hospital, "You would work with other nurses. 
They would tell you how it really is. They would say, 'Well, 
when you get up here, you're not going to have time to go by 
the book. You've got to take a few short cuts.' It helped," 
Debbie said, "There's little shortcuts, they helped you, 
made you feel more comfortable. At first it was like you 
could never get everything done. But you learn to figure 
out what things need to be done. What things you can leave 
out." I asked if that included things Debbie wanted to do. 
"No, I don't get to talk with patients, there is no time. I 
hate to say it, but in the back of your mind you're saying, 
when one patient gets upset and needs to talk 'oh, my good­
ness, I'm supposed to be in number 4 doing a dressing.' And 
sometimes I feel like I'm not really helping them or comfort­
ing them. I hate to give the appearance of rushing out of 
the room. It's bad. That's one thing I don't get to do. 
You've only got time to ask them, "Have you had a B.M.?" 
When I asked if Debbie felt she had any influence over 
what her role as nurse is, she said, "No, well, it's a matter 
of time, I think. You could do things. I could try, but it's 
just like you've got to get things done. ... Some people 
have this thing 'I don't care' but most people, well, I have 
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to get things done. If I could stop and think, I could have 
some pretty brilliant ideas." 
I told Debbie that I would bring back the write-up of 
the interview for her to read, and she said, "I'll probably 
have a different attitude from what I do now." When I asked 
her why she thought that, she responded, "I don't know, I'm 
still new, really. And I'm still forming an attitude, I 
guess. I mean I know things, but little things I've got to 
run back and ask people. Not that that would humiliate me, 
but you don't feel like some of the ones that are more into 
the routines. It's like trying to catch a log before you go 
over the waterfall. Catch onto a rock or something. I'm 
still going downstream, I still have a few more chances to 
catch on." From other nurses Debbie gets a message. "They 
just say give her a little time, she'll get into the things. 
I've gotten into the swing of a lot of things." 
Debbie said of the hospital administration, "They aren't 
in touch with us (the nurses) enough. If you brought things 
up, they'd take it too lightly. They are for the patient, 
but they get wrapped up in policies and procedures. When 
the nurse wants something they don't think its important, 
they don't stop to listen." I presented a hypothetical sit­
uation, asking Debbie if the other nurses in her unit would, 
through group support, help her to improve matters if she 
believed patients on her unit were not getting safe care. 
She answered that she thought she would receive their support. 
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When I asked the same question about salaries, Debbie said, 
"People always want to increase their salaries, but if it's 
a union or something—oh! the hospital is going to hear 
this! Don't let them hear it! If it's something like that 
ugh!" Debbie seemed worried that discussion about salaries 
might lower the hospital's opinion of her and I asked her 
about this. "Uh huh. It's kind of the whole thing. It 
comes back to like I wonder what people think, that kind of 
thing." I asked if other nurses feel that way, too, and 
Debbie said, "Yes, some do. It depends on the personality. 
But yes, I think so." But Debbie also believes that these 
feelings have something to do with being a nurse. "I think 
if a man were a nurse, he would be the same way, too. It's 
not like they open a book one day and say this is what you're 
going to be. I guess it's from all of it. Somewhere along 
the line it just jumps out. As a nurse you're dealing with 
people. You've got to take into consideration their feelings. 
If you didn't it could make your job a lot worse." 
Debbie sees the organizational hierarchy in the hospital 
as one based on traditional sex-based roles. "It's the whole 
thing of where men are over women. Administrators are over 
the staff and the staff are women." She recognized that 
there is a division in the hospital but said, "Everyone 
expects it." Debbie doesn't see alternatives to the way the 
hospital is organized because "It isn't realistic. They do 
things that way because of money. Sometimes things wouldn't 
get done that need to be done." 
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When the interview started, Debbie told me that she was 
not in the most "optimistic mood at the moment." When I 
asked her if she would like to elaborate on her mood, she 
said, "No, well sometimes, you know how moods come and go. 
Something happens to lift your spirits, other times you're 
just stuck in the dull routines." Routines have precipitated 
a mood which is not optimistic, yet Debbie feels she must 
fit herself into the routines of the hospital in order to 
become "more comfortable." Her belief in learning ID utines 
is a way of gaining control of a situation, which she compares 
to "trying to catch a log before you go over the waterfall." 
She senses that there is a need for some stability in a sit­
uation where events surround her in a rush of activities over 
which she has little control, and she feels that the only 
order to be found is in learning the routines. 
Debbie wants to invest some of herself in her nursing. 
She waits and tries to put in "little dabbles" in small ways 
as she goes along. She tries to pick and choose things which 
she likes in other nurses for her own concept of the nurse's 
role. But many of the R.N.s on the floor have demands on 
their time and Debbie finds herself going to the L.P.N.s and 
aides for advice, for having things explained to her. Her 
feeling about being stuck in the dull routines is reminiscent 
of the problems expressed by many L.P.N.s and aides who are 
in the least powerful of positions in the hospital and who 
are given little choice in what they do or how they do it. 
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Many adhere to the routines in an uncompromising fashion as 
a form of protection against what they believe to be contra­
dictory interpretations offered by the different people who 
have authority over them. 
Debbie's need for affirmation is attributed by her to a 
need for increased maturity, an age-related concern. Because 
of this need she looks to those around her to reflect an 
estimate of her own worth. Some of the nurses who are 
friends of her mother are overly nice and Debbie, I suspect, 
feels that she is seen only as her mother's child. While 
some of the doctors, a very small portion, ask her for an 
opinion and thus treat her as an adult, others flirt, or try 
a little "this and that" and she is categorized as an object 
for sexual attention. In such a case they need not "try to 
be domineering by it" since objects need no domination but 
she is thrown off. 
There is an inkling that Debbie is not completely sus­
ceptible to the evaluation mirrored in these conflicting 
reflections. She says with some spirit that given time she 
can have brilliant ideas. But her belief that the time must 
be given to her provides a major obstacle. She cannot take 
it for herself. The acceptance of the idea that her time is 
not her own is influenced by nurses who tell her that when 
she gets to the nursing unit "You're not going to have time 
to go by the book." When Debbie figures out the things that 
need to be done, within the time frame which has been inter­
preted to her, she finds that they do not include the things 
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which she finds important. And by not having time to talk 
to patients, to remember them only as the dressing in 
number 4, and to inquire if they have had a B.M., the patients 
become depersonalized objects for Debbie. The help offered 
by other nurses is interpreted by them and by Debbie as 
helpful. But being made comfortable helps move Debbie "into 
the stream and away from the rock" of her own values and 
choices about what the nurse should be. Debbie feels that 
she is overwhelmed. "If you add all that stuff in at once, 
I couldn't handle it all," indicating that she is unable to 
hold onto all her beliefs and values. It is difficult for 
her as a beginning nurse to swim upstream in an effort not 
to "go over the waterfall." When the nurses say "just give 
her a little time, she'll get into things," it is a form of 
irony which they innocently express. Debbie is given no 
time. 
Early in her socialization, Debbie recognized the 
hospital to be compartmentalized. She said that nurses are 
taken "too lightly" and that the administration is not in 
touch with the nurses. Yet, when she began talking about 
nursing salaries and about unions, Debbie became agitated 
and said, "Oh! the hospital is going to hear this! Don't 
let them hear it!" so that she also sees the hospital admin­
istration as selective in its attention. It is wrapped up, 
according to Debbie, in policy and procedures, but she 
senses that any suspected dissidence brings an immediate 
focus of attention. Debbie thinks her feelings and 
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sensitivity in worrying about what the hospital will hear 
are due to her own personality traits which she earlier 
described as "things people think of you . . . affects me." 
But she is also ambivalent about this because she thinks 
other nurses may feel this way too. And Debbie knows that 
their personalities and sex may not be the deciding factor 
in this trait. 
The organization of the hospital is based on the cri­
teria that administrators are men and the staff are women. 
But Debbie feels that if the nurse were a man that he would 
respond in the same way within the hospital that women do. 
"As a nurse you're dealing with people. You've got to take 
into consideration their feelings. If you didn't it could 
make your job a lot worse." Debbie can see no alternatives 
to the way things presently are in the hospital and she 
believes that the scarcity of help and her lack of time is 
determined by "money." When she says the hospital is like 
"the whole thing of men over women," she continues to concen­
trate her energies and concerns on learning the routines of 
the hospital because she believes it is necessary for her 
survival. She has few resources left for discovering why 
other social organizations within her experience reflect 
the organization of the hospital even though she knows they 
do. 
Debbie, in the interview, describes a friend who comes 
into the hospital "raring to go. She was looking through 
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"rose-colored glasses." When she got into the routine "you 
just couldn't do everything. ... If you already realis­
tically know what's going to go on, you get into it, you 
sometimes can put your own little things into it. It's a 
little dabble there." The hospital is becoming the real 
world for Debbie and she accepts it because "Sometimes things 
wouldn't get done that need to get done." Debbie is trying 
hard to become realistic and at the same time to reach self-
sufficient maturity. 
The Meeting of Issues 
These recollections and interpretations of entry into 
the "reality" of the hospital world provide a small window 
for viewing and analyzing some aspects of the socialization 
process. Women who enter this complex and humanitarian 
setting as beginning nurses do so with a concern for provid­
ing sensitive care to patients, working cooperatively with 
others who participate in that care, and finally to achieve 
some sense of their own dignity and self-worth. Some insights 
into why there may be difficulty in achieving these profes­
sional and personal goals may be found in the retelling of 
these nurses' experiences. Individual events and the concrete 
examples provided here suggest, in my estimation, a connec­
tion between the issues of gender, community, agency, and 
bureaucracy and the issues of concern expressed in the 
interviews. The occurrences of the nurse's everyday world, 
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when reexamined from the lens of social criticism, suggest 
arbitrary social barriers as impediments to the accomplish­
ment of individual and professional goals. 
In this study I chose to examine the effects of belief 
systems and social arrangements on the development of con­
sciousness and the nurse's capacity for influencing the 
environment in which she works. The sense that gender may 
influence the status and activities of nursing is powerfully 
expressed, I believe, in these nurses' description of their 
working relationships with male physicians and in their 
responses to the image of themselves which they find in the 
reflections of others. 
Although the nurses did not indicate awareness of any 
overall effect such attitude might have in a broader social 
context, they were able to detect in the contrasting atti­
tudes of older and younger physicians a basis for their own 
feelings and responses to situations within the hospital.. 
The value which younger physicians appeared to place on 
nursing judgment and opinions allowed nurses to respond with 
appreciation and acceptance of the masculine expression of 
inner feelings. Communications were characterized by straight­
forwardness and clarity and, above all, there was the intima­
tion that the reflected estimates of the nurses' worth pro­
vided them with a feeling of dignity and self-worth. 
By comparison, responses to the barriers imposed by 
older physicians' attitudes indicated reactions of individuals 
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who feel powerless and devalued. Energies were diverted 
from open communication to the identification of idiosyn­
crasies of the physicians in order to circumvent anticipated 
obstructions. Manipulation was evident in the "planting of 
ideas in the doctors' heads" and again in the provision of 
extra time for the physicians to seemingly reject or ignore 
requests so they might be acted upon at a later time. The 
nurses in turn provided estimations of the physicians' worth 
in belittling terms such as "childish", acknowledging a per­
vasive element of the physician-nurse relationship even 
though hospital protocol of dominant-subservient position 
is dutifully maintained. 
It should not be concluded that the issue of gender is 
identical with the issue of professional relationships intro­
duced by the nurses since there are factors interfering with 
a clear-cut analogy. Although there are present in the tra-
dional views of gender roles and nurse-doctor relationships 
an assumption of dominant-subordinate positions, other complex 
factors may prohibit correspondence. There are opportunities 
for women to become physicians, as there are opportunities 
for men to become nurses. The predominance of males in the 
practice of medicine and the predominance of females in nurs­
ing is an issue that has yet to be carefully examined and 
may or may not be related to gender issues. Furthermore, 
differences in education and the presence of licensure law 
specifically granting power to physicians over the practice 
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of nursing serve to further obscure whatever effects gender 
might have on the traditional subordinate role of nurses. 
There is, however, in my estimation, a way in which the 
issue of gender resonates with the portrayal of nurse-doctor 
relationships found in the interviews. I believe this exists 
in the elaboration of the effects on human dignity of per­
sisting role interpretations in an environment of inequality. 
In such circumstances, a cycle of increasingly negative 
effects is generated, in which communication is impaired, 
energies are diverted from more humanistic accomplishments, 
and individuals are deprived of the mutual respect which can 
only be shared among equals. 
In the same way, community and bureaucracy can be found 
to resonate with the fragmentation and isolation which the 
nurses identify in their perceptions of hospital arrange­
ments. Separation accomplished through the division of 
labor on nursing units and the subtler, but more pervasive 
division of technical versus humanistic nursing practice 
provokes divisiveness among nurses and a sense of "faceless-
ness" which leaves them feeling depersonalized and power­
less. While they recognize that hospital authority is 
insensitive to their needs, the nurses continue to remain 
docile towards this authority and blame themselves for the 
loss of dignity which they suffer. 
While there is a demonstration of some degree of agency 
through active participation in their own socialization 
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process, the nurses find that the demands of the "rookie 
role" which is interpreted to them by co-workers interfere 
with the kinds of nurses they wish to become. The vulnera­
bility of the beginner's role, the pressures of routines, 
and the lack of time for reflection and development of 
alternatives prevent the nurse from having any significant 
personal influence on their own working environment. Even 
though routines are recognized as the sources of loss of 
initiative in practicing nurses, there is the professed desire 
to become better acquainted and more comfortable with routines. 
The nurses indicate their desire for more humanistic inter­
action with their patients but allow their time to be consumed 
by the demands created by paperwork and inadequate staffing. 
There is a seeming inability to critically examine the 
guidance given them,as beginning nurses, by other nurses who 
are unable to influence their environment, and the beginners 
admit to an erosion of their own values and beliefs. 
This erosion, in my estimation, provides the strongest 
link between the issues 'of gender, community, agency, and 
bureaucracy to the topics of concern identified in the inter­
views. The conceptual issues are translated here into the 
substance of everyday reality by nurses who illustrate how 
their own value systems are eroded through the arrangements 
and activities of their environment. The issues provide a 
focus and indicate the way in which dominant values restrict 
the ability of specific social groups to have greater 
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influence on their own reality. In this reality, individuals 
find themselves unable to detect or surmount social barriers 
that leave them susceptible to exploitation and continuing 
powerlessness. 
Through the socialization process a form of conscious­
ness emerges, providing the individual with a concept of how 
one fits into the social world. In this study, the nurses 
appear to have emerged with a form of consciousness that 
leaves them insensitive to the overall effects their working 
environment has on them. They maintain hope of an improved 
situation in the face of evidence belying their hope. They 
defer to authority and are unable to detect in authority 
the elements impeding their progress. Their desire to nur­
ture leaves them subordinate to others' direction and goals. 
Finally they are unable to summon the collective strength 
available to them to reassert their humanity and to deter­
mine their own future. Bowers provides an eloquent summary 
of these events in a description of the socialization pro­
cess. 
His ability to grow toward the kind of maturity where 
he is able to participate in the reconstruction of 
socially acquired beliefs and values in a way pertinent 
to his own experience is dependent in part, on his 
socialization experience. . . . Understanding is 
likely to be restricted to what can be decoded through 
the socially acquired stereotypes, pre-definitions, 
and ideologies that make up his explanatory system. 
The social determinism can also become an absolute 
force as he unquestioningly internalizes the definitions 
of his society in their reified forms ... he may never 
realize as an adult that he possesses the power to 
reinterpret them; without this awareness he cannot 
take control of his own existence. (1974, p. 35) 
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I believe these interviews illustrate an instance of 
the inability of beginning nurses to question the pre-
definitions and ideologies that constitute the explanatory 
system of the hospital in which they are socialized. There 
is evidence of stereotypical views of protocol between nurses 
and physicians which may be gender related. There is an 
acceptance of the need for isolation and fragmentation in 
the bureaucratic setting and a concomitant definition of 
their own professional group as powerless. There is an 
inability to exert agency in their own environment since 
the environment is dominated by value systems other than 
their own. The nurses, having internalized into their con­
sciousness this definition of reality, have come to the 
events predicted by Bowers (1974) in which they are unable 
to take control of their own existence. The possibility is 
also strong that they will, in future times, unwittingly 
create for other beginning nurses the conditions of their 
own socialization events, thereby helping to perpetuate the 
process. 
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CHAPTER IV 
PERSPECTIVES OF THE LEARNER-INQUIRER 
This study has focused on the socialization of begin­
ning nurses and their mediation of the experiences of 
socialization in the hospital setting. The recounting of 
the experiences of six individual and unique women, who have 
entered the hospital for the first time to begin work as 
graduate registered nurses, is not in any sense a neutral 
account. The interpretation of how these nurses respond to 
the world within the hospital and how that world in turn 
responds to nurses is reflective of my own history and exper­
ience as a nurse. In letting the beginning nurses' stories 
meet my own story, I have moved away from claims of detach­
ment and objectivity which I might make. These claims have 
been supplemented in this instance by both empathy and under­
standing that comes from being a nurse. It also includes a 
particular viewpoint and convictions which have resulted 
from my own involvement as beginning nurse, staff nurse, 
supervisory nurse, and teacher of nurses. 
Some of the stronger convictions and concerns that I 
hold about nursing have to do with the persistent powerless-
ness of nurses and how that powerlessness affects the demo­
cratic values of the society in which we live. My own 
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history as a nurse, in a female-dominated profession, indi­
cates a position of subordination and submissiveness that is 
contrary to the democratic principles of an equal and just 
society. The domination of the nursing profession and the 
arbitrary distribution of rewards by our society have not 
been justified, it seems to me, since it deprives nurses of 
the human dignity that is the right of each individual. 
The acquiescence of nurses to their subordinate status 
in the health care system is prompted, in my estimation, by 
a desire to provide for those in need of care. But the 
powerless position that nurses are assigned does not result 
in the quality of health care that the profession of nursing 
envisions. The failure of the system is identified by Barrow 
(1978) who writes that in two-thirds of the world, large 
numbers of people are outside the reach of health care as it 
is now provided: and in the United States health care does 
not adequately meet the needs of the total population. Part 
of this failure and the concomitant powerlessness of nursing 
may be due to the priority that is assigned to the technolog­
ical aspects of the health care system and the decreased 
significance that is attached to the human side of caring. 
One example of this priority is found in the procedure of 
cardiac bypass surgery, an expensive and elective procedure, 
which remains outside the reach of the economically deprived 
patient, but one that diverts medical resources to a limited 
group of beneficiaries. 
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The importance of technology in the delivery of health 
care cannot be underestimated since without it many of the 
accomplishments of modern medicine would not have been 
possible. But technology, according to Illich (1976), has 
come to overshadow the humanistic aspects of health care and 
has increased the dependency of society in the process. The 
bureaucratic organization of the hospital, as a form of 
technology, has in my opinion had a negative effect on the 
delivery of health care. Those whom we profess to serve 
have indicated an increasing sense of dissatisfaction with 
a hierarchical system that provides fragmented and impersonal 
service. What is perceived as depersonalization contributes 
to the willingness of patients to express their concerns and 
desires to improve what they judge to be an inadequate method 
of providing care. 
There are, in addition to the problems created by frag­
mentation, indications that the large sums of money invested 
in hospitals are not justified in the quality and kinds of 
care provided. Alternatives to hospital-dominated health 
services are presently being sought through such options as 
home deliveries by nurse midwives, health maintenance orga­
nizations, store-front clinics, and hospice-supported home 
care for terminally ill patients. For those who are in need 
of hospital care, assistance can be both adequate and bene­
ficial, but there is, in my estimation, awareness that hos­
pital care is often insensitive in consideration of the 
individual as a total human being. 
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The rationalization for bureaucratic structures on the 
basis of efficiency and economy does not appear to hold true 
in the hospital setting where present care may be distin­
guished by poor communication, errors, and unreasonable cost. 
Patients often find their needs do not fit into the cate­
gories determined by the hospital organizational needs, and 
they are further dismayed by the costs of services which they 
feel they did not want or need. The absence of choice in 
such matters does not prevent the addition of standardized 
fees to the patient's already burdensome bills, and it fur­
ther contributes to the patient's feelings of vulnerability 
and powerlessness. 
The effect of the patient's inability to exert some 
control and direction over personal care is a feeling of 
fear and mistrust that may interfere with the achievement 
of health. In the hospital setting, both patients' and 
nurses' sense of powerlessness is underscored by their inabil­
ity to communicate needs since the flow of communication is 
directed downward through a rigid structure that is not 
designed to respond quickly to individual and nonstandardized 
requirements. In the case of both patient and nurse, rigid­
ity of rules, regulations, and routines often require accom­
modation to the structure rather than accommodation to 
individual and human needs. 
The necessity of human accommodation to the demands of 
technology is, in my estimation, largely responsible for the 
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status of nurses who find that submissiveness and docility 
are both requirements and consequences of providing care in 
the hospital system. The dominance of technology, exempli­
fied in the hospital's hierarchical arrangement, emphasizes 
the instrumental and pragmatic nature of "man for work's 
sake," thus depriving individuals of the dignity due them as 
human beings. The encouraged dependency of patients and the 
alienation of nurses in order to obtain particular health 
goals (at the cost of others) appears contrary to the cate­
gorical imperative of Kant that individuals should be treated 
as ends, not simply as means. The social injustice result­
ing from the application of techniques of science and tech­
nology to human and social concerns results in devaluation 
of the individual and denial of the human capacity to deter­
mine one's own existence. 
In this study I have chosen to believe that social 
justice is not what Polyani refers to as a "mere convention" 
but rather a concept (and a hope) worthy of risk-taking as a 
non-neutral observer (1968, p. 23). From this position, 
human issues become intricately connected to the vision of a 
continuing moral progress and the belief that beauty as well 
as truth is a valid concern. Contrary to the concepts that 
underlie behavioral science and the application of technol­
ogy to social concerns, human convictions are seen as rele­
vant and there exists the belief that human thought (and 
feeling) cannot be equated with the status of the machine. 
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Polyani writes of the growth of scientism and its effects: 
Behaviorism had started on the course that was to lead 
on to cybernetics which claims to represent all human 
thought as the working of a machine. Sigmund Freud's 
revolution had started too, reducing man's moral prin­
ciples to mere rationalizations of desires. Sociology 
had developed a program for explaining human affairs 
without making distinctions between good and evil. Our 
true convictions were being left without theoretical 
foundation. ... Our morally neutral account of all 
human affairs has caused our youth and our educated 
people in general, to regard all moral professions as 
mere deceptions or at least as self-deceptions. For 
once we induce ourselves to regard all established 
rules of moral conduct as mere conventions, we must 
come to suspect our own moral motives, and thus our 
best impulses are silenced and driven underground. 
(1968, pp. 22-23) 
The claims of neutrality, described by Polyani and accom­
panying behavioristic and monologic approaches to research 
provide for the acceptance of society as a given rather than 
raising questions concerning the ways in which social order 
is constructed, maintained, or changed. Yet in an accounting 
of society which seeks to avoid moral professions and convic­
tions are found justifications for the reproduction of 
injustices in the social world. Contrary to the claims of 
neutrality which presently dominate the field of research, 
my own awareness of convictions having to do with nursing 
and with health care, along with a decided empathy for 
nursing colleagues have, it seems to me, a rightness of fit 
with the methodology I have chosen for this study. In this 
study I have celebrated my convictions while attending to 
the responsibilities which I felt and which Gilligan (1979) 
attributes to the feminine perspective. 
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According to Gilligan, women are often reluctant to make 
public moral pronouncements in their own voice. There is a 
tendency toward qualification and self-doubt. This wavering 
is balanced against a sensitivity to the needs of others and 
it causes women to assume the responsibility for considering 
others' points of view over our own. Gilligan states: 
Women's deference is rooted not only in their social 
circumstances but also in the substance of their moral 
concern. ... Women's moral weakness, manifest in an 
apparent diffusion and confusion of judgment, is thus 
inseparable from women's moral strength, an overriding 
concern with relationships and responsibilities. 
(1979, p. 440) 
The methodology of this study has been, for me, both additive 
and synergistic in combining the concern for others, which I 
believe I share with other women, with a need for attending 
to the convictions which I have come to hold about nursing. 
Responsibility in this study is both broadened and extended 
and it is this responsibility that I have felt most strongly 
and on which I wish to elaborate. 
Responsibility to Self 
In discussing the responsibilities which I have encoun­
tered in this study, it seems appropriate that my disclosure 
should begin with the responsibility to myself which I have 
discovered to be a neceesary factor in my role as inquirer 
and learner. In my own case it would be more comfortable to 
examine and scrutinize the events of socialization which 
influence other nurses, and to examine their histories with a 
detachment derived from not having to consider how I have 
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experienced and negotiated my own reality of nursing. Any 
conclusions I might have drawn from such a study and any 
recommendations I might have made would be freed from the 
constraints of my own contextual material. However, the 
dialectical nature of this inquiry prevents such a position. 
I found, instead, a necessity during the course of my 
dialogues with other nurses, to enter into a kind of internal 
dialogue within myself. It was no longer possible to accept 
my own perceptions as objective forms of reality and I found 
myself sifting through events in my own nursing socialization 
and re-evaluating choices I have made about the kind of 
nurse I wanted to become. Seemingly unimportant pictures 
from the past have been reframed for me, and I have found 
in them the locus for directions I have since taken, the kind 
of nurse I have become, and the effects these events have 
had on the development of my own perception of reality. 
From the unfolding of my own story in concert with the 
unfolding stories of six beginning nurses, I have found the 
need to question more carefully some perceptions which I 
have held and the means by which I acquired these perceptions. 
I have been forced to reconsider activities with which I 
have filled my time and the priorities that I have assigned. 
In some cases, it has become necessary to question and revise 
beliefs and attitudes which would not hold up in the light 
of critical viewing. One example is my newly developed 
reluctance to accept preordained routines and to adapt to 
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regulated order in the name of duty. Duty can no longer be 
wedded to the acceptance of isolation and submissiveness 
since it cannot supersede dignity and self-respect. The 
need to remain constantly occupied as a condition of nursing 
has been replaced with a need for time to survey, to assess, 
and reflect as a participating member of the society in 
which I live and work. 
I have also discovered some validation of my own per­
ceptions about the socialization of nurses and the influence 
that socialization has on the kind of care we presently 
give. The tendency of women in general, and of nurses in 
particular, toward qualification and self-doubt becomes 
less of a hindrance and burden when other nurses add their 
own voices through similar perceptions and concerns. My 
responsibility becomes evident in this process in not con­
sidering others' views over my own but rather to clarify, to 
refine, and finally make known to those who are interested 
what I have learned in this process. 
My learning in this study has centered on the ways in 
which we, as nurses, come to interpret our obligations for 
loyalty and duty. Of particular concern is whether or not we 
choose for ourselves principles on which we base our nursing 
practice or whether we derive these principles from rules 
and social agreements which exist within our environment. I 
have formed no firm conclusions from my study. Instead I 
have gathered impressions of forces which may intervene in 
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the formulation of personal principles and the resolve to 
follow through on such principles. 
The disposition of women to consider others' viewpoint 
over their own seems a relevant factor in the way that 
individual nurses deal with the conflicts and uncertainties 
of their environment. Gilligan (1979) suggests that this 
disposition is amply illustrated in the qualifications and 
self-doubts expressed by women and in their unwillingness 
to adhere to firm estimates of their own environment. This 
is evident, I believe, in the acceptance by female nurses of 
others' evaluation of the greater worth of technical skills 
over their own preference for interpersonal skills and sensi­
tivity to others. 
The empathy and concern for others becomes the source of 
a dilemma when caring induces women to become captured by. 
their concern for others. In the hospital, nurses find 
their desire to help others translated into the need for 
their silent acceptance of expressing care on others1 terms 
rather than their own. Such terms include the acceptance of 
nursing contributions as a matter of course and the ever-
increasing demand for productivity and efficiency. The ques­
tion must be raised if this is the inevitable price nurses 
must pay for extending themselves to others? My-own inclina­
tion following this study is to listen more carefully to my 
own inner belief, and an additional responsibility I have 
identified is in helping other nurses in this resolve. 
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Responsibility to Participants in the Study 
In addition to the responsibilities to self in a study 
that admits to a dialogic process, there are other responsi­
bilities which must be considered. I have come to believe 
that individuals who participate in a study must be given 
some assurances regarding their representation in the study 
and furthermore that the inquirer contracts a particular 
debt to the participant,, This responsibility was to me par­
ticularly burdensome and one which caused conflict in the 
resolution of my obligation. At the beginning of this pro­
cess, I interpreted my responsibility as a need to represent 
the nurses whom I interviewed as accurately and faithfully 
as possible. I also believed that material which I chose to 
use from the interviews should not be hurtful of the indi­
vidual nurses who had demonstrated a sense of responsibility 
to others by consenting to participate in this study. As 
the interviews took form, it became more and more apparent 
that some of the material which I considered vital to the 
study could be interpreted as causing pain or embarrassment. 
My own anguish in this concern made me reluctant to show 
drafts of the interviews to some of the nurses and I consid­
ered alternatives such as showing each nurse abbreviated 
versions of the interviews. 
My final decision to present each nurse with a complete 
draft of the interview was reached through an internal 
struggle in which I considered the right of the nurses I had 
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interviewed and what these rights really meant. Was it a 
right to be shielded from a critical evaluation of nursing 
and socialization practices in the hospital? Or was it a 
right to re-examine practices which we as nurses have taken 
for granted and which contribute to the persistence of an 
unjust system of health care? Many nurses, on reading the 
final draft, told me that our dialogue had stimulated a 
good deal of reflection on their part and a re-examination 
of issues we had discussed. One answer came in the form of 
a statement by Debbie who read the draft thoughtfully and 
finally said, "That's really the way it is, you know." 
The acceptance of my interpretation of hospital events 
of socialization as representative was gratifying. A more 
important aspect of this process, however, came in the 
ability of the nurses to participate in evaluation of the 
data and to exert some control over the information they had 
provided me. The individual opportunity and right to dis­
qualify or reinterpret information in the study was judged 
by me to be a necessary part of my responsibility to the 
nurses in acknowledgment of their contribution. The rights 
of participants to maintain some control of the information 
provided by them was further underscored by the nurses who 
indicated their appreciation of this opportunity and in my 
own sense of justice in this effort. 
Intermingled within the concern and responsibility I 
felt towards the nurses in this study emerged another insight 
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which I believe is of some significance having to do with 
feminine forms of friendship. Women who have been socialized 
from an early age to remain in the seclusion of the home, 
to accept protection from masculine family members, and 
finally to play the supplicant's role for their children (as 
nurses do for their patients), when placed in the ambiguous 
situation of the hospital often demonstrate the effects of 
their earlier socialization. Cicourel refers to this practice 
as "returning to the normal form,11 an accounting of why 
individuals choose to act in particular ways in social situa­
tions which provide unclear signals on what is appropriate 
behavior (1974, p. 86). 
In the social situation of the hospital, ambiguity 
regarding the traditional sheltered role of the female places 
nurses in a double bind. The separation from other nurses 
through specialization and fragmentation is reflective of 
the woman's earlier socialization as is the physician's patern­
alistic promise of protection in exchange for female submis­
sion to his professional guidance and domination. Because 
the nurse, in a sense, is "returning to the normal form," 
these conditions of nursing activity are often accepted 
without question. But nurses find that they are also in 
positions that are exposed and unprotected since their pro­
fessional and legal obligations, through licensure,require them 
to accept responsibility for themselves. The responsibility 
is especially keenly felt since the nurse is rarely able to 
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call on the empathic support and wisdom of nurses who find 
themselves in similar positions. 
The real injustice of women's separation, however, 
comes in the interpretation of this separateness as an 
incapacity for friendship and bonding within the female 
gender. Tiger in Men in Groups (1970), along with Fox in 
The Imperial Animal (1971), argues that women are unsuited 
genetically for cooperation and bonding, indicating the 
doubt that exists regarding the possibility of friendships 
among women. And one may conclude from the interviews in 
this study that nurses are, for the most part, unwilling to 
cooperate in finding resolutions to one another's problems. 
During the course of this study, however, I have drawn 
other conclusions and I have come to believe that a strong 
bond exists between women, and among nurses. Part of this 
bond was deeply felt in my own concern to be helpful rather 
than hurtful towards the nurses whom I interviewed. On 
reflection, I discovered a caring going beyond the level of 
social duties and amenities. In the process of the study I 
have begun to compare the type of friendship expressed among 
women and the friendship found within masculine relationships, 
and I have come to believe that there exists a difference 
in the expression of friendships between men and women, deter­
mined at least partially by socialization. 
Competition and achievement, as Gilligan (1979) indi­
cates, are the products of masculine socialization and are 
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not significant factors in the socialization of women. 
While men reach maturity through separation and achievement, 
women reach maturity through a process of extending them 
selves to others. Unlike men, women, I believe, do not dem­
onstrate friendship by assisting one another in bids for 
power and achievement. It is difficult to identify any 
sense of the "old boy network" among the nurses interviewed, 
and I believe this to be fairly representative of nurses in 
•general. Women do not guard a particular domain through 
the privileged communication between friends and allies that 
is found predominating masculine undertakings. While some 
professional women may approach this trait through an adap-
tational process, it remains, I believe, the exception rather 
than the rule. 
The depths of women's friendship, as expressed in this 
study, are to be found in the willingness to assist one 
another in finding better ways to care for others. Debbie 
indicates that nurses would work together for safer care for 
their patients, but not to improve their own working condi­
tions or salary levels. Delois expects her nursing coordina­
tor to help resolve her problems, and Martha indicates that 
women are "catty" towards other women who accept promotions 
into administrative levels. A feminine form of friendship 
was expressed, I believe, in the nurses' willingness to par­
ticipate in this study. It is a friendship I have exper­
ienced before but accepted without question as a taken-for-
granted part of my own reality. 
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At the termination of the interviews, my nursing friends 
indicated how much they enjoyed the interviews and I inter­
preted their pleasure as an opportunity to talk about them­
selves. But in the course of analyzing the interviews it 
became clearer that these women would not expend energy on 
their own behalf so much as they would in an attempt to help 
someone else. It is an insight gained from this study that 
I especially cherish, but one that also points up some possi­
ble reasons for the inability of women to move effectively 
beyond the barriers formed through their own socialization. 
Responsibility to the Profession of Nursing 
Consideration of the ways in which nurses are socialized 
leads to an additional responsibility contracted in this 
study, my responsibility towards the profession of nursing 
itself. I have interpreted this responsibility as a need 
for trying to discover why the status of nurses continues to 
be consistently reproduced in our society and why a profes­
sion which is predominantly female remains relatively power­
less in a health care system dominated by male professionals. 
Giroux has suggested that one of the ways in which 
inequality and social order is maintained is "through the 
production and distribution of 'acceptable knowledge1" (1981, 
p. 37). In this regard, Giroux combines political under­
standing and critical thinking with the ability of individ­
uals to step outside the "commonsense assumptions" that pre­
vent achievement of liberation in a just society. From this 
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perspective, responsibility towards the profession of nursing 
includes raising questions regarding the accepted and domi­
nant method of scientific inquiry, which has yet to provide 
the needed impetus for change in the status of nursing. 
The acceptance of common sense assumptions on which 
scientific research is based outside the laboratory setting, 
and on which much of nursing research is initiated, is rarely 
questioned. Yet the persistence of common sense assumptions 
in the face of incontrovertible evidence to the contrary 
exists, and their effects are evident in this study as it is 
in other critical views which might be made in nursing 
studies. In the interview with Delois it is made clear 
that there persists a common sense assumption that the pur­
pose of those in higher authority in the hospital is to help 
resolve problems related to nursing care,and this belief 
persists in spite of abundant evidence contradicting such an 
assumption. Debbie believes that routines will help her in 
becoming the kind of nurse she wishes to become in spite of 
the observed effect such routines have on other nurses. 
Joan makes a common sense assumption that problems in her 
new role as an R.N. will be in her relationships with other 
nurses, but it is not other nurses who create stringent cov­
erage of the hospital units, provide inadequate salary and 
time for educational pursuit, or devise working conditions 
that leave Joan and other nurses like her in a state of 
mental and physical exhaustion. 
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The continuing use of methodology which is based on 
common sense assumptions and which removes nursing from its 
social context does not, in my estimation, provide an objec­
tive and neutral view but rather one which represents the 
dominant interests within our society. Nor does it fulfill 
a responsibility to a profession dominated by women whose 
concerns are directed towards others. Nurses who are unable 
to critically examine issues of their own profession within 
a social context will identify nursing problems and the prob­
lem of their own powerlessness as an isolated phenomenon 
peculiar to the profession alone. The narrowness of goals 
directed toward resolution of the profession's problems are 
antithetical to women and to nurses, even though they care 
deeply about nursing,since their tendency is to help others 
rather than themselves. A qualitative, hermeneutic methodol­
ogy that repositions the concerns of nurses within the broader 
context of social inequalities is, in my estimation, more 
appropriate to the needs of nursing, as it is to other areas 
of our society where domination and exploitation persist. 
In this study it was found that nurses accepted their separa­
tion and isolation as a prerequisite for caring for the 
needs of others. When this isolation is reexamined critically 
in the context of its ultimate effect on the nurses' ability 
to provide care for others, in the way they deem best, then 
it becomes a powerful motive and signal for future action. 
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Responsibility to the Reader 
The consideration of common sense assumptions in 
nursing research and in nursing practice are factors not 
only in the responsibility I have towards the nursing profes 
sion, but towards the reader as well. In this study I have 
attempted to refrain from making assumptions regarding the 
shared reality of an objective world, choosing instead to 
indicate, whenever possible, the presence of my own interpre­
tation of reality within this study. As a learner and 
inquirer, this requires a position of greater vulnerability 
since I must expose for public scrutiny the attitudes and 
beliefs which I believe are the core of any research proposal. 
The responsibility in this study then becomes an additional 
dialogic process in which I must communicate the attitudes 
and beliefs which I hold and the reader must interpret infor­
mation provided through a personal and critical lens. 
Responsibility to the reader is further underscored by 
the belief that meaning is a subjective experience and depen­
dent on the reader's participation in this account. Viewing 
of this study will be filtered through the reflexivity of 
interpretation and an indexicality of understanding growing 
out of individual and social experiences. It is for the 
reader of this work to determ'ne what is meaningful based on 
these subjective factors and to determine what use the infor­
mation may have. 
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Responsibility in Identifying Problematics 
of the Research 
In deciding how information gained through qualitative 
research is to be used, an additional responsibility becomes 
apparent in determining how rigorous the research effort has 
been. The aims of the research and the methods by which 
research studies are conducted provide the criteria for 
determining whether or not precision has been maintained in 
the course of the study. Eisner differentiates between quan­
titative and qualitative research by characterizing quantita­
tive studies as "inquiries that use formal instruments as 
the primary basis for data collection, that transforms the 
data collected into numerical indices" (1981, p. 5). By 
contrast, qualitative research is discerned as an artistic 
approach to science, concerned more with form and the rela­
tionships to be discovered between truth,' goodness, and 
beauty. From this explanation it becomes apparent that the 
conventional standards of rigor by which traditional modes 
of inquiry are judged are not uniformly applicable. 
The researcher who wishes to substantiate a quantita­
tive study with claims of rigor must do so through the 
mechanisms of firm evidence and a concomitant detailing of 
the absence of bias. Such qualifications, however, have 
minimal significance to a qualitative form of inquiry that 
moves away from the literal and formally defined categories 
of observable behavior toward the use of what Eisner (1981) 
describes as poetic and metaphorical representation. Rigor, 
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in qualitative terms, is assured through the clarity provided 
in the detailed and diversified expressions that are incor­
porated into the fabric of the study. 
In the case of the hermeneutic study, data are less 
firm since they carry with them no literal or formal state­
ments of categories from which the findings may be converted 
into statistical estimates of probability. But significant 
data which might otherwise be overlooked or excluded in the 
strict categorization of the quantitative study have an oppor­
tunity, through the hermeneutic method, to be included and 
assessed. Such data are derived from participants who have 
been given the opportunity to qualify, to explain, and to 
clarify so that the meanings their statements have for them 
become more precise and lucid. 
The inclusion of data that are obtained through the 
expressions and perceptions of participants in this study 
leads to problematics of the quantitative methodology in the 
way that meanings may vary with changing circumstance. 
Allowing individuals the freedom to digress and expand also 
means that on another day, in a different set of circum­
stances, specifics of the interviews may vary along with the 
interpretations which I contribute to them. That all meth­
odologies have both strengths as well as limitations is 
evident in the remarks of Campbell and Stanley, who state 
of the problematics of experimental research in nonlaboratory 
settings, "the selective, cutting edge of this process is 
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very imprecise in the natural setting. The conditions of 
observation, both physical and psychological, are far from 
optimal" (1963, p. 4). 
While any form of research must acknowledge the limita­
tions within which it is structured, the problematics that 
attend qualitative research should not diminish this meth­
odology's importance. Through this form of inquiry, cultural 
context is reestablished, providing a clearer form with 
which to view the events of social interaction. Cultural 
values are made visible for careful scrutiny and socializa­
tion is recast within the environment of value and belief 
systems that inform its progress. Eisner illustrates the 
contributions of qua titative research by stating: 
One of the strengths that artistically oriented research 
possesses is that liberties in portrayal are wider than 
they are in scientifically oriented studies. Making 
things vivid through selective reporting and special 
emphasis occurs inevitably in any form of reporting. 
Artistically oriented research acknowledges what already 
exists and instead of presenting a facade of objectiv- , 
ity, exploits the potential of selectivity and emphasis 
to say what needs saying as the investigator sees it. 
(1981, p. 8) 
By indicating what I have come to see in the socializa­
tion process, it is my hope that I have drawn from the 
interviews of particular individuals some insights into 
significant and human characteristics which may be useful 
in some future application. While the study is concerned 
with aspects of nursing socialization that are unique in the 
time and space they occupy, it has been my intention to 
discover through the particularities of the given incident 
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some understanding of the broader realm of socialization in 
human occupations. Understanding, in this instance, is con­
veyed through a dialogic form that admits to tentativeness 
and variegation and as such is subject to acceptance or 
rejection. It is not my belief that understanding gained 
through the interpretive method of inquiry should be consid­
ered as a substitute for answering questions of truth and 
logic. It does, however, provide enrichment to an otherwise 
singular and restricted portrayal of our own realities and 
suggests alternatives to the social inequities obscured 
through the monologic view. 
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